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INDIAN HEALTH CARE IMPROVEMENT ACT 


THURSDAY, JULY 14, 2005 


U.S. Senate, Committee on Indian Aefairs, Meeting 
Jointly With the Committee on Health, Edu- 
cation, Labor and Pensions 

Washington, DC. 

The committee met, pursuant to notice, at 10:16 a.m. in room 
106 Dirksen Senate Building, Hon. John McCain (chairman of the 
Committee on Indian Affairs) and Hon. Michael B. Enzi (chairman 
of the Committee on Health, Education, Labor and Pensions), pre- 
siding. 

Present: Senators McCain, Enzi, Cantwell, Coburn, Dorgan, 
Inouye, Isakson, Kennedy, Murkowski, Murray and Reed. 

STATEMENT OF HON. MICHAEL B. ENZI, U.S. SENATOR FROM 

WYOMING, CHAIRMAN, COMMITTEE ON HEALTH, EDU- 
CATION, LABOR AND PENSIONS 

Senator Enzi. I am going to call to order this historic joint meet- 
ing of the Committee on Indian Affairs and the Committee on 
Health, Education, Labor and Pensions. Today’s hearing will focus 
on the state of Indian health care and specifically the Indian 
Health Care Improvement Act. 

We will be welcoming Senator McCain here shortly, and the rest 
of the members of the Indian Affairs Committee to our HELP Com- 
mittee meeting room. Senator Kennedy and I started a policy of 
punctuality and we are continuing that. We will go ahead and 
make our comments and then they can make theirs when they ar- 
rive. 

Earlier this year. Senator McCain did approach me about holding 
a joint committee hearing on the state of Indian health care. I im- 
mediately accepted, as health care is important, perhaps the most 
important issue facing tribes today, in fact, facing all people today. 
Today’s hearing will enable us to chart our current progress and 
discuss what we can do to increase the services that are available 
to address the physical and emotional problems that continue to 
plague American Indians and Alaska Natives. 

When the Indian Health Care Improvement Act was first signed 
into law in 1976, it was written to address the findings of surveys 
and studies that indicated that the health status of American Indi- 
ans and Alaska Natives was far below that of the general popu- 
lation. It continues to be a matter of serious concern that, as the 
health status of most Americans continues to rise, the status of 

( 1 ) 
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American Indians and Alaska Natives has not kept pace with the 
general population. 

Studies show that American Indians and Alaska Natives die at 
a higher rate than other Americans from alcoholism, tuberculosis, 
auto accidents, diabetes, homicide and suicide. In addition, a safe 
and adequate water supply and waste disposal facilities, something 
we all take for granted, is not available in 12 percent of American 
Indian and Alaska Native homes, as opposed to 1 percent in the 
rest of the Nation. 

Several years ago, residents of the Wind River Reservation in 
Central Wyoming faced a drinking water shortage that threatened 
the health and safety of everybody in the area, so drinking water 
was donated to tribal members and local residents. The lack of 
these basic services makes life even harsher for these people and 
contributes to those already-high death rates. Coming from Wyo- 
ming, I know full well the problems we encounter in the effort to 
provide quality health care to all people of my home State. 

As I noted during my visits to the Wind River Reservation, their 
problems are not unique. They have an impact on all those who 
live on reservations from coast to coast. We need to take a varied 
approach to address each of those problems separately. Clearly, 
people of different ages have different problems. 

A multifaceted approach to solving each of the problems will re- 
quire a systematic, as well as financial approach. Local, State and 
national governments and agencies must work together with tribal 
leaders to focus our resources where they will do the most good. 
That kind of approach has the greatest chance of being successful. 

I appreciate all the witnesses taking time out of their busy 
schedules to be with us today. In addition, of course, I would like 
to welcome Richard Brannan, the chairman of the Northern Arap- 
aho Business Council of Fort Washakie, WY. No one knows better 
than he does the problems faced by those living on reservations 
and by those who rely on the Indian Health Service for their health 
care needs. I am very pleased he was able to make the journey and 
to share his experiences with us today. 

I look forward to his comments and those of the entire list of wit- 
nesses. Each of you has a perspective and a point of view to share 
that only you can provide. I look forward to hearing a summary of 
your prepared remarks so that we can address the underlying 
issues during our question and answer session. 

To the members of the joint committees, we have a longstanding 
tradition on the HELP Committee that opening statements are 
made by the Chairman and Ranking Member, and due to the com- 
bined number of members of both committees and the fact that we 
have three panels and the fact that we begin voting again at 3 
p.m., I would respectfully submit or ask that the tradition apply for 
today’s hearing, but all members’ full statements will be made a 
part of the record, as will all witnesses full statements be made a 
part of the record. 

In addition, members may use the question and answer period 
to make remarks. I did mention that this is an historic situation 
of having the two committees that have an intense interest in In- 
dian health working together to come up with some solutions. I 
really appreciate Chairman McCain suggesting that, and following 
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through on it. I think this will be the first time that this has actu- 
ally been done outside of Energy and Water. This is probably an 
appropriate place to do it. 

[Text of S. 1057 follows:] 
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109TII CONGRESS ^ 
1st Session 


To amend the Indian Health Care Improvement Act to reGse and extend 

that Act. 



IN THE SENATE OF THE UNITED STATES 

llAY 17, 2005 

Hr. McCain (for himself and Mr. Dorgan) introdnced the following hill; 
which was read tvlce and referred to the Committee on Indian Affairs 


A BILL 

To amend the Indian Health Care Improvement Act to retise 
and extend that Act. 

1 Be it enacted by the Senate and, House of Representa- 

2 tives of the United, States of America, in Congress assembled, 

3 SECTION 1. SHORT TITLE. 

4 This Act may be cited as the “Indian Health Care 

5 Improvement Act Amendments of 2005”. 

6 SEC. 2. INDIAN HEALTH CARE IMPROVEMENT ACT AMEND- 

7 ED. 

8 (a) In GeneilUj. — The Indian Health Care Iniprove- 

9 nient Act (25 U.S.C. 1601 et seq.) is amended to read 
10 as follows: 


1 
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1 “SECTION 1. SHORT TITLE; TABLE OF CONTENTS. 

2 “(a) Short Title. — Tliis Act may be cited as the 

3 ‘Indian Health Care Improvement Act’. 

4 “(b) Table of Contents. — The table of contents 

5 for this Act is as follows: 

“See. 1. Short title; table of contents. 

“See. 2. Finding. 

“See. 3. Declaration of National Indian health policy. 

“See. 4. Definitions. 


“TITLE 

'Sec. 

101. 

'Sec. 

102. 

'Sec. 

io;l 

'Sec. 

104. 

'Sec. 

105. 

'Sec. 

106. 

'Sec. 

107. 

'Sec. 

108. 

'Sec. 

109. 

'Sec. 

110. 

'Sec. 

111. 

'Sec. 

112. 

'Sec. 

ILL 

'Sec. 

114. 

'Sec. 

115. 

'Sec. 

116. 

'Sec. 

117. 

'Sec. 

118. 

'Sec. 

119. 

'Sec. 

120. 

'Sec. 

121. 

'Sec. 

122. 

'Sec. 

123. 

'Sec. 

124. 

'Sec. 

125. 

'Sec. 

126. 

'Sec. 

127. 


Sec. 

201 

Sec. 

202 

Sec. 

203 

Sec. 

204 

Sec. 

205 


I— INDIAN IIEiUjTII, IIUIMAN RESOURC^ES, AND 
DE\Ti:L()PMENT 


Purpose. 

Health professions reeruitnient program for Indians. 

Health professions preparatory scholarship propTun for Indi- 
ans. 

Indian health professions scholarships. 
iVnierican Indians Into Psychology program. 

Funding for tiibes for scholarship programs. 

Indian Health Senice extern programs. 

Continuing education allowances. 

Community health representative program. 

Indian Health Senice loan repayment program. 

Scholarship and Loan Repayment Recovery Fund. 

Recu-uitment activities. 

Indian recruitment and retention program. 

Advanced ti'aining and resear-ch. 

Quentin N. Burdick iWerican Indians Into Nursing program. 
Tribal cultural orientation. 

Inmed program. 

Health training programs of community colleges. 

Retention bonus. 

Nui'sing residency program. 

Community health aide program for iVlaska. 

Tribal health program administration. 

Health professional chronic shortage demonstration programs. 
National Health Sendee Corps. 

Substance abuse counselor educational curricula demonstration 
programs. 

Behavioral health training and community education programs. 
Authorization of appropriations. 

“TITLE H— HEiUjTH SERVICES 

Indian Health Care Irnprovement Fund. 

Catastrophic Health Emergency Fund. 

Health promotion and disease prevention services. 

Diabetes prevention, treatment, and control. 

Shared sendees for long-term care. 
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“See. 206. Health senices research. 

“See. 207. Mammography and other cancer screening. 

“Sec. 208. Patient travel costs. 

“Sec. 209. Epidemiology centers. 

“Sec. 210. Comprehensive school health education programs. 

“Sec. 211. Indian youth program. 

“Sec. 212. Prevention, control, and elimination of communicahle and infec- 
tious diseases. 

“Sec. 213. Authority for provision of other sendees. 

“Sec. 214. Indian women’s health care. 

“Sec. 215. Environmental and nuclear health hazards. 

“Sec. 216. Ai'izona as a contract health service delivery area. 

“Sec. 21 6A. North Dakota and South Dakota as a contract health serwice 
delivery area. 

“Sec. 217. California contract health semces program. 

“Sec. 218. California as a contract health sendee delivery area. 

“Sec. 219. Contract health seivices for the Trenton serwice area. 

“Sec. 220. Pr'ograms operated by Indian tribes and tribal organizations. 
“Sec. 221. Licensing. 

“Sec. 222. Notification of provision of emergency contract health sendees. 
“Sec. 223. Prompt action on payment of claims. 

“Sec. 224. Liability for payment. 

“Sec. 225. Authorization of appropriations. 

“TITLE III— FAt’ILITIES 

“Sec. 301. Consultation: construction and renovation of facilities; reports. 
“Sec. 302. Sanitation facilities. 

“Sec. 303. Preference to Indians and Indian firms. 

“Sec. 304. Expenditure of nonserwice funds for renovation. 

“Sec. 305. Funding for the construction, expansion, and rnoder'iiization of 
small ambulatory care facilities. 

“Sec. 306. Indian health care delivery demonstration project. 

“Sec. 307. Land transfer. 

“Sec. 308. Leases, contracts, and other agreements. 

“Sec. 309. Loans, loan guarantees, and loan repayment. 

“Sec. 310. Tribal leasing. 

“Sec. 311. Indian Health Serndee/tribal facilities Joint venture program. 
“Sec. 312. Location of facilities. 

“Sec. 313. Maintenance and improvement of health care facilities. 

“Sec. 314. Tribal management of Federally owned quarters. 

“Sec. 315. Applicability of Buy American Act requirement. 

“Sec. 316. Other funding for facilities. 

“Sec. 317. Authorization of appropriations. 

“TITLE D— ACCESS TO HEiUjTH SEIOTCES 

“Sec. 401. Treatment of pa\mients under Social Security Act health care 
programs. 

“Sec. 402. Grants to and contracts with the Sendee, Indian tribes, Tribal 
Organizations, and Urban Indian Organizations. 

“Sec. 403. lieimbursement from ceidain third parties of costs of health 
sendees. 

“Sec. 404. Crediting of reimbursements. 

“Sec. 405. Purchasing health care coverage. 

“Sec. 406. Sharing arrangements with Federal agencies. 
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“See. 407. Payor of last resort.. 

“See. 408. Noiidiserimiiiatioii in qualifications for reimbursement for seiT- 
iees. 

“See. 409. Consultation. 

“See. 410. State Children’s Health Insurance Prop-am (SCIIIP). 

“See. 411. Social Security Act sanctions. 

“See. 412. Cost sharing. 

“See. 413. Treatment under Medicaid managed care. 

“See. 414. Navajo Nation Medicaid Agency feasibility study. 

“See. 415. Authorization of appropriations. 

“TITLE V— IIEAI/ni SEimt^ES FOK URBAN INDLVNS 

“See. 501. Purpose. 

“See. 502. Contracts with, and grants to, Urban Indian Organizations. 
“See. 503. Contracts and grants for the provision of health care and refer- 
ral sendees. 

“See. 504. Contracts and grants for the determination of unmet health 
care needs. 

“See. 505. Evaluations; renewals. 

“See. 506. Other contract and grant requirements. 

“See. 507. Reports and records. 

“See. 508. Limitation on contract authority. 

“See. 509. Facilities. 

“See. 510. Office of Urban Indian Health. 

“See. 511. Grants for alcohol and substance abuse-related sendees. 

“See. 512. Treatment of certain demonstration projects. 

“See. 513. Urban NIAiViV transferred programs. 

“See. 514. Consultation with Urban Indian Organizations. 

“See. 515. Federal Tort Claim Act coverage. 

“See. 516. Urban youth treatment center demonstration. 

“See. 517. Use of Federal Government facilities and sources of supply. 
“See. 518. Grants for diabetes prevention, treatment, and control. 

“See. 519. Community health representatives. 

“See. 520. Regulations. 

“See. 521. Eligibility for sendees. 

“See. 522. Authorization of appropriations. 

“TITLE \T— ORGANIZATIONiUj IMPROTOMENTS 

“See. 601. Establishment of the Indian Health Sendee as an agency of the 
Public Health Sendee. 

“See. 602. Automated management information system. 

“See. 603. Authorization of appropriations. 

“TITLE \TI— BEILOTOIUVIj HEiUjTH PROGIUUIS 

“See. 701. Behavioral health prevention and treatment sendees. 

“See. 702. Memoranda of agreement with the Department of the Interior. 
“See. 703. Comprehensive behavioral health prevention and treatment pro- 
gram. 

“See. 704. Mental health teehnieian program. 

“See. 705. Licensing requirement for mental health care woi-kers. 

“See. 706. Indian women treatment programs. 

“See. 707. Indian youth program. 
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3 

4 

5 

6 

7 

8 
9 

10 

11 


“See. 


“See. 

“See. 

“See. 

“See. 

“See. 

“See. 

“See. 


“See. 

“See. 

“See. 

“See. 

“See. 


“See. 

“See. 

“See. 

“See. 

“See. 

“See. 

“See. 

“See. 

“See. 


“See. 

“See. 


5 

708. Inpatient and eoinmunity-based mental liealth faeilities design, 

construetion, and staffing. 

709. Training and eonmiunity education. 

710. Behavioral health prop'am. 

711. Fetal alcohol disorder funding. 

712. C'hild sexual abuse and prevention treatment programs. 

713. Behavioral health research. 

714. Definitions. 

715. Authorization of appropriations. 

“TITLE rai— MISCELI^VNEOUS 

801. Reports. 

802. Regulations. 

803. Plan of implementation. 

804. Availability of funds. 

805. Limitation on use of funds appropriated to the Indian Health 

Sendee. 

806. Eligibility of California Indians. 

807. Health sendees for ineligible persons. 

808. Reallocation of base resources. 

809. Results of demonstration projects. 

810. Provision of sendees in Montana. 

811. Moratorium. 

812. Tribal employment. 

813. Severability provisions. 

814. Establishment of National Bipartisan Commission on Indian 

Health Care. 

815. Appropriations; availability. 

816. Authorization of appropriations. 


“SEC. 2. FINDINGS. 

“Congress makes the follomng findings: 

“(1) Federal health sendees to maintain and 
improve the health of the Indians are consonant 
vitli and required by the Federal Government’s his- 
torical and unique legal relationship vdth, and re- 
sulting responsibility to, the American Indian people. 

“(2) A major national goal of the United States 
is to provide the quantity and (juality of health seiT- 
iees which vdll permit the health status of Indians 
to be raised to the highest possible level and to en- 
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1 courage the maximum participation of Indians in the 

2 planning and management of those sendees. 

3 “(3) Federal health sendees to Indians have re- 

4 suited in a reduction in the prevalence and incidence 

5 of preventable illnesses among, and unnecessary and 

6 premature deaths of, Indians. 

7 “(4) Despite such sendees, the unmet health 

8 needs of the American Indian people are severe and 

9 the health status of the Indians is far below that of 

10 the general population of the United States. 

1 1 “SEC. 3. DECLARATION OF NATIONAL INDIAN HEALTH POL- 

12 ICY. 

13 “Congress declares that it is the policy of this Nation, 

14 in fulfillment of its special tnist responsibilities and legal 

15 obligations to Indians — 

16 “(1) to assure the highest possible health status 

17 for Indians and to pro\dde all resources necessary to 

18 effect that policy; 

19 “(2) to raise the health status of Indians by the 

20 year 2010 to at least the levels set forth in the goals 

21 contained within the Healthy People 2010 or succes- 

22 sor objectives; 

23 “(3) to the greatest extent possible, to allow In- 

24 dians to set their own health care priorities and es- 

25 tablish goals that reflect their unmet needs; 
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1 “(4) to increase the proportion of all degrees in 

2 the health professions and allied and associated 

3 health professions awarded to Indians so that the 

4 proportion of Indian health professionals in each 

5 Sendee Area is raised to at least the level of that of 

6 the general population; 

7 “(5) to require meaningful consnltation vitli In- 

8 diaii Tribes, Tribal Organizations, and Urban Indian 

9 Organizations to implement this Act and the na- 

10 tional policy of Indian self-determination; and 

11 “(6) to provide funding for programs and facili- 

12 ties operated by Indian Tribes and Tribal Organiza- 

13 tions in amonnts that are not less than the amounts 

14 pro\dded to programs and facilities operated directly 

15 by the Sendee. 

16 “SEC. 4. DEFINITIONS. 

17 “For purposes of this Act: 

18 “(1) The term ‘accredited and accessible’ means 

19 on or near a reservation arrd accredited by a rra- 

20 tiorral or regdorral orgarrizatiorr vdth accreditirrg arr- 

21 thority. 

22 “(2) The term ‘Arva Office’ rnearrs arr admirris- 

23 trative errtity, irrchrdirrg a program office, vdthirr the 

24 Ser-^dee throrrgh which ser-^dees arrd firrrds are pro- 
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1 \ided to the Sendee Units within a defined geo- 

2 graphic area. 

3 “(3) Tlie term ‘Assistant Secretary’ means the 

4 Assistant Secretary of Indian Health. 

5 “(4) (A) The term ‘behaHoral health’ means the 

6 blending of snbstanee (alcohol, drngs, inhalants, and 

7 tobacco) abnse and mental health prevention and 

8 treatment, for the purpose of proHding coniprehen- 

9 sive seiHces. 

10 “(B) The term ‘beha\doral health’ inclndes the 

11 joint development of snbstanee abnse and mental 

12 health treatment planning and coordinated ease 

13 management rising a mnltidiseipliiiaiy approach. 

14 “(5) The term ‘California Indians’ means those 

15 Indians who are eligible for health serHces of the 

16 SerHce pnrsnant to section 806. 

17 “(6) The term ‘eommmiity college’ means — 

18 “(A) a tribal college or niiiversity, or 

19 “(B) a junior or eommniiity college. 

20 “(7) The term ‘eoiitraet health serHee’ means 

21 health sendees pro\dded at the expense of the Serw- 

22 ice or a Tribal Health Program by public or private 

23 medical proHders or hospitals, other than the Serw- 

24 ice Unit or the Tribal Health Program at whose ex- 

25 perrse the serHces are prmdded. 
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“(8) The term ‘Department’ means, unless otli- 
eraise designated, the Department of Health and 
Human Sendees. 

“(9) The term ‘disease prevention’ means the 
reduction, limitation, and prevention of disease and 
its complications and reduction in the consequences 
of disease, ineluding — 

“(A) controlling — 

“(i) development of diabetes; 

“(ii) high blood pressure; 

“(iii) infectious agents; 

“(iv) injuries; 

“(v) occupational hazards and disabil- 
ities; 

“(H) sexually transmittable diseases; 

and 

“(Hi) toxic agents; and 
“(B) proHding — 

“(i) fluoridation of water; and 
“(ii) immunizations. 

“(10) The term ‘health profession’ means 
allopathic medicine, family medicine, internal medi- 
cine, pediatries, geriatric medicine, obstetrics and 
gwecology, podiatric medieine, nursing, public 
health nursing, dentistiy, psychiatry, osteopathy, op- 
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tonietiy, pharmacy, psychology", public health, social 
work, marriage and family therapy, chiropractic 
medicine, eimronmental health and engineering, al- 
lied health professions, and any other health profes- 
sion. 

“(11) The term ‘health promotion’ means — 

“(A) fostering social, economic, emiron- 
niental, and personal factors conducive to 
health, including raising public awareness about 
health matters and enabling the people to cope 
vitli health problems by increasing their knowl- 
edge and pro\iding them with valid information; 

“(B) encouraging adequate and appro- 
priate diet, exercise, and sleep; 

“(C) promoting education and work in con- 
formity with physical and mental capacity; 

“(D) making available suitable housing, 
safe water, and sanitary facilities; 

“(E) inipro\ing the physical, economic, cul- 
tural, psychological, and social en\ironnient; 

“(F) promoting adequate opportunity for 
spiritual, religious, and Traditional Health Care 
Practices; and 

“(G) pimiding adequate and appropriate 
programs, including — 
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11 

“(i) abuse prevention (mental and 
physical); 

“(ii) community health; 

“(iii) community safety; 

“(iv) consumer health education; 

“(v) diet and nutrition; 

“(\i) immunization and other preven- 
tion of communicable diseases, including 
HrVVAIDS; 

“(\ii) eimromnental health; 

“(\iii) exercise and physical fitness; 
“(ix) avoidance of fetal alcohol dis- 
orders; 

“(x) first aid and CPR education; 

“(xi) human growth and development; 
“(xii) iiijury prevention and personal 
safety; 

“(xiii) beha\ioral health; 

“(xiv) monitoring of disease indicators 
between health care pro\ider visits, 
through appropriate means, including 
Internet-based health care management 
systems; 

“(x\9 personal health and wellness 
practices; 
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“(x\i) personal capacity building; 
“(x\ii) prenatal, pregnancy, and in- 
fant care; 

“(x\iii) psychological well-being; 

“(xix) reproductive health and family 
planning; 

“(xx) safe and adequate water; 

“(xxi) safe housing, relating to elimi- 
nation, reduction, and prevention of con- 
taminants that create nnhealthy housing 
conditions; 

“(xxii) safe work einiromnents; 

“(xxiii) stress control; 

“(xxiv) substance abuse; 

“(xx\d sanitary facilities; 

“(xx\i) sudden infant death swidrome 
prevention; 

“(xx\ii) tobacco use cessation and re- 
dnetioii; 

“(xx\iii) violence prevention; and 
“(xxix) such other aethities identified 
by the Sendee, a Tribal Health Program, 
or an Urban Indian Organization, to pro- 
mote achievement of any of the objectives 
described in section 3(2). 
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1 “(12) Tlie term ‘Indian’, unless otlien\ise des- 

2 ignated, means any person who is a member of an 

3 Indian tribe or is eligible for health sendees under 

4 section 806, except that, for the pnipose of sections 

5 102 and 103, the term also means any individnal 

6 who — 

7 “(A)(i) irrespective of whether the indhdd- 

8 nal lives on or near a reservation, is a member 

9 of a tribe, band, or other organized gronp of In- 

10 dians, inclnding those tribes, bands, or groups 

11 terminated since 1940 and those recognized 

12 now or in the future by the State in which they 

13 reside; or 

14 “(ii) is a descendant, in the first or second 

15 degree, of any such member; 

16 “(B) is an Eskimo or Aleut or other Alas- 

17 ka Native; 

18 “(C) is considered by the Secretary of the 

19 Interior to be an Indian for any purpose; or 

20 “(D) is determined be an Indian under 

21 regulations promulgated by the Secretary. 

22 “(13) The term ‘Indian Health Program’ 

23 means — 

24 “(A) any health program administered di- 

25 rectly by the Service; 
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1 “(B) any Tribal Health Program; or 

2 “(C) any Indian Tribe or Tribal Organiza- 

3 tion to wliieli the Secretary proHdes fnnding 

4 pnrsnant to section 23 of the Act of April 30, 

5 1908 (25 U.S.C. 47), commonly know as the 

6 ‘Buy Indian Act’. 

7 “(14) The term Tndian Tribe’ has the meaning 

8 given the term in the Indian Self-Determination and 

9 Edncation Assistance Act (25 U.S.C. 450 et seq.). 

10 “(15) The term ‘jnnior or comnimiity college’ 

11 lias the meaning given the term by section 312(e) of 

12 the Higher Edncation Act of 1965 (20 U.S.C. 

13 1058(e)). 

14 “(16) The term ‘reservation’ means any feder- 

15 ally recognized Indian Tribe’s reseivation, Prieblo, or 

16 colony, incliiding former reseivations in Oklahoma, 

17 Indian allotments, and Alaska Native Kegions estab- 

18 lislied pnrsiiant to the Alaska Native Claims Settle- 

19 merit Act (25 U.S.C. 1601 et seq.). 

20 “(17) The term ‘Secretary’, iinless otliervise 

21 designated, means the Secretary of Health and 

22 Hiirnan SeiHces. 

23 “(18) The term ‘SeiHce’ means the Indian 

24 Health Service. 
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1 “(19) Tlie term ‘Service Area’ means the geo- 

2 graphical area seiTcd by each Area Office. 

3 “(20) The term ‘Senice Unit’ means an adniin- 

4 istrative entity of the Sendee, or a Tribal Health 

5 Program through which sendees are pro\dded, di- 

6 reetly or by contract, to eligible Indians within a de- 

7 fined geographic area. 

8 “(21) The term ‘telehealth’ has the meaning 

9 gdven the term in section 33()K(a) of the Public 

10 Health Sendee Act (42 U.S.C. 254e-16(a)). 

11 “(22) The term ‘telemedicine’ means a tele- 

12 communications link to an end user through the use 

13 of eligible equipment that electronically links health 

14 professionals or patients and health professionals at 

15 separate sites in order to exchange health care infor- 

16 Illation in audio, video, graphic, or other format for 

17 the purpose of proidding improved health care seiv- 

18 ices. 

19 “(23) The term ‘Traditional Health Care Prac- 

20 tiees’ means the application by Native healing prae- 

21 titioners of the Native healing sciences (as opposed 

22 or in eontradistinction to Western healing sciences) 

23 which embody the influences or forces of innate 

24 Tribal discovery, history, description, exjrlariation 

25 and knowledge of the states of wellness and illness 
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1 and which call upon these influences or forces, in- 

2 eluding physical, mental, and spiritual forces in the 

3 promotion, restoration, preseiwation, and niainte- 

4 nance of health, well-being, and life’s harmony. 

5 “(24) The term ‘tribal college or university’ has 

6 the meaning given the term in section 316(b)(3) of 

7 the Higher Education Act (20 U.S.C. l()59c(b)(3)). 

8 “(25) The term ‘Tribal Health Program’ means 

9 an Indian Tribe or Tribal Organization that oper- 

10 ates any health progTam, sendee, function, activity, 

11 or facility funded, in whole or part, by the Sendee 

12 through, or pimdded for in, a contract or compact 

13 vdlli the Sendee under the Indian Self-Deterniina- 

14 tion and Education Assistance Act (25 U.S.C. 450 

15 et seq.). 

16 “(26) The term ‘Tribal Organization’ has the 

17 meaning given the term in the Indian Self-Deter- 

18 mination and Education Assistance Act (25 U.S.C. 

19 450 et seq.). 

20 “(27) The term ‘Urban Center’ means any com- 

21 niunity which has a sufficient Urban Indian popu- 

22 lation vdth unmet health needs to warrant assistance 

23 under title V of this Act, as determined by the Sec- 

24 retaiy. 
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1 “(28) Tlie term ‘Urban Indian’ means any indi- 

2 \idnal who resides in an Urban Center and who 

3 meets 1 or more of the follo'W'ing criteria: 

4 “(A) Irrespective of whether the individual 

5 lives on or near a reseiwation, the indhidnal is 

6 a member of a tribe, band, or other organized 

7 group of Indians, inclnding those tribes, bands, 

8 or groups terminated since 1940 and those 

9 tribes, bands, or groups that are recognized by 

10 the States in which they reside, or who is a de- 
ll seendant in the first or second degree of any 

12 such member. 

13 “(B) The indimlnal is an Eskimo, Aleut, 

14 or other Alaskan Native. 

15 “(C) The indhidnal is considered by the 

16 Secretary of the Interior to be an Indian for 

17 any purpose. 

18 “(D) The indhidnal is determined to be an 

19 Indian under regulations promulgated by the 

20 Secretary. 

21 “(29) The term ‘Urban Indian Organization’ 

22 means a nonprofit corporate body that (A) is sitn- 

23 ated in an Urban Center; (B) is governed by an 

24 Urban Indian-controlled board of directors; (C) pro- 

25 \ides for the participation of all interested Indian 
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1 groups and iiidhiduals; and (D) is capable of legally 

2 cooperating with other public and private entities for 

3 the purpose of performing the acthities described in 

4 section 5()3(a). 

5 “TITLE I— INDIAN HEALTH, 

6 HUMAN RESOURCES, AND DE- 

7 VELOPMENT 

8 “SEC. 101. PURPOSE. 

9 “The purpose of this title is to irrcrease, to the rnaxi- 

10 rnrrrn exterrt feasible, the rrrrrnber of Irrdiarrs errterirrg the 

11 health professiorrs arrd prxnidirrg health ser-^ices, arrd to 

12 assrrre arr optirnrrrn srrpply of health professiorrals to the 

13 Irrdiarr Health Programs arrd Urbarr Irrdiarr Orgarrizatiorrs 

14 irrvolved irr the proHsiorr of health serHces to Irrdiarrs. 

15 “SEC. 102. HEALTH PROFESSIONS RECRUITMENT PROGRAM 

16 FOR INDIANS. 

17 “(a) In GeneilvIj. — T he Secretary, actirrg throrrgh 

18 the SerHce, shall make grarrts to prrblic or rrorrprofrt pri- 

19 vate health or edrrcatiorral errtities. Tribal Health Pro- 

20 grams, or Urbarr Irrdiarr Orgarrizatiorrs to assist such errti- 

21 ties irr rneetirrg the costs of^ — 

22 “(1) iderrtiMrrg Irrdiarrs vith a poterrtial for 

23 edrrcatiorr or trairrirrg irr the health professiorrs arrd 

24 errcorrragirrg arrd assistirrg them — 
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1 “(A) to enroll in courses of study in sncli 

2 health professions; or 

3 “(B) if they are not (jnalified to enroll in 

4 any such eonrses of study, to nndertake such 

5 postsecondaiy education or training as may be 

6 required to qualify them for enrollment; 

7 “(2) publicizing existing sources of finaneial aid 

8 available to Indians enrolled in any course of study 

9 referred to in paragraph (1) or who are undertaking 

10 training necessary to qualify them to enroll in any 

1 1 such course of study; or 

12 “(3) establishing other programs which the See- 

13 retaiy determines will enhanee and facilitate the en- 

14 rolhnent of Indians in, and the subsequent pursuit 

15 and completion by them of, courses of study referred 

16 to in paragraph (1). 

17 “(b) Funding.— 

18 “(1) AinuJCATiON. — The Secretary shall rrot 

19 make a grarrt rrrrder this seetiorr rrrrless arr applica- 

20 tiorr has beerr srrbrnitted to, arrd approved by, the 

21 Secretary. Srrch applicatiorr shall be hr srrch form, 

22 srrbrnitted hr srrch nrarrrrer, arrd eorrtairr srrch irrfor- 

23 matiorr, as the Secretary shall by regirlatiorr pre- 

24 scribe prrrsrrarrt to this Act. The Secretary shall give 
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1 a preference to applications submitted by Tribal 

2 Health Programs or Urban Indian Organizations. 

3 “(2) Amount of funds; payment. — The 

4 amount of a grant under this section shall be deter- 

5 mined by the Secretary. Payments pursuant to this 

6 section may be made in advance or by way of reini- 

7 bursenient, and at such inteiTals and on such condi- 

8 tions as proHded for in regulations issued pursuant 

9 to this Act. To the extent not otherwise prohibited 

10 by law, firrrdirrg cornrnitrnerrts shall be for 3 years, 

11 as proHded irr regulatiorrs issrred prrrsrrarrt to this 

12 Act. 

13 “SEC. 103. HEALTH PROFESSIONS PREPARATORY SCHOL- 

14 ARSHIP PROGRAM FOR INDIANS. 

15 “(a) SoiioijiUiSiiiPS Authorized. — The Secretary, 

16 actirrg tlrrorrgh the Service, shall provide scholarship 

17 grarrts to Irrdiarrs who — 

18 “(1) have srrccessfirlly completed their high 

19 school edrrcatiorr or high school eqrrivalerrcy; arrd 

20 “(2) have dernorrstrated the poterrtial to suc- 

21 cessfrrlly complete corrrses of strrdy irr the health pro- 

22 fessiorrs. 

23 “(b) Purposes. — Scholarships provided prrrsrrarrt to 

24 this sectiorr shall be for the follovirrg prrrposes: 
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1 “(1) Compeiisatoiy preprofessioiial education of 

2 any recipient, sncli scholarship not to exceed 2 j-ears 

3 on a full-time basis (or the part-time equivalent 

4 thereof, as determined by the Secretary pursuant to 

5 regulations issued under this Act). 

6 “(2) Pregraduate education of any recipient 

7 leading to a baccalaureate degree in an approved 

8 course of study preparatory to a field of study in a 

9 health profession, such scholarship not to exceed 4 

10 years. An extension of up to 2 years (or the part- 

11 time equivalent thereof, as determined by the Sec- 

12 retaiy pursuant to regulations issued pursuant to 

13 this Act) may be approved. 

14 “(c) Otiiek Coxditioxs. — Scholarships under this 

15 section — 

16 “(1) may cover costs of tuition, books, trans- 

17 portation, board, and other necessary related ex- 

18 perrses of a reeipierrt while atterrdirrg school; 

19 “(2) shall rrot be derried solely orr the basis of 

20 the applicarrt’s scholastic achievernerrt if srrch appli- 

21 carrt has beerr admitted to, or rnairrtairred good 

22 starrdirrg at, arr accredited irrstitrrtiorr; arrd 

23 “(3) shall rrot be derried solely by reasorr of srrch 

24 applicarrt’s eligibility for assistarrce or berrefrts rrrrder 

25 arry other Federal program. 
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1 “SEC. 104. INDIAN HEALTH PROFESSIONS SCHOLARSHIPS. 

2 “(a) In Gener/Uj. — 

3 “(1) Authority. — The Seeretaiy, acting 

4 throngli the Seniee, shall make scholarship grants 

5 to Indians who are enrolled full or part time in ae- 

6 credited schools pursuing courses of study in the 

7 health professions. Such scholarships shall be des- 

8 ignated Indian Health Scholarships and shall be 

9 made in accordance with section 338A of the Public 

10 Health Sendees Act (42 U.S.C. 2541), except as 

1 1 pro\dded in subsection (b) of this section. 

12 “(2) AiHjOCATton by pormuIjA. — Except as 

13 proHded in paragraph (3), the funding authorized 

14 by this section shall be allocated by Sendee Area by 

15 a formula developed in consultation Adth Indian 

16 Tribes, Tribal Organizations, and Urban Indian Or- 

17 ganizations. Such formula shall consider the Imnian 

18 resource development needs in each Sendee Ai-ea. 

19 “(3) Continuity of prior scHOLiVRSiiiPS. — 

20 Paragraph (2) shall not apply with respect to indi- 

21 \ddnal recipients of scholarships provided under this 

22 section (as in effect 1 day prior to the date of enaet- 

23 ment of the Indian Health Care Improvement Act 

24 Amendments of 2005) until such time as the individ- 

25 ual completes the course of study that is supported 

26 through such scholarship. 
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1 “(4) Cert ai n delegation not ^vijLOwed. — 

2 The administration of this section shall be a respon- 

3 sibility of the Assistant Seeretaiy and shall not be 

4 delegated in a eontract or compact under the Indian 

5 Self-Determination and Education Assistance Act 

6 (25 U.S.C. 450 et seq.)- 

7 “(b) Actiat: Duty Service Obiagation. — 

8 “(1) Obligation jiet. — The active duty seiT- 

9 ice obligation under a written contract vitli the See- 

10 retaiy under section 338A of the Public Health 

11 Sendee Act (42 U.S.C. 2541) that an Indian has en- 

12 tered into under that section shall, if that individual 

13 is a recipient of an Indian Health Scholarship, be 

14 met in full-time practice on an equivalent year-for- 

15 year obligation, by sendee in one or more of the fol- 

16 lowing: 

17 “(A) In an Indian Health Program. 

18 “(B) In a program assisted under title V 

19 of this Act. 

20 “(C) In the private practice of the appliea- 

21 ble profession if, as determined by the See- 

22 retaiy, in aecordanee with gniidelines proniul- 

23 gated by the Secretary, such practice is situated 

24 in a physician or other health professional 
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1 shortage area and addresses the health care 

2 needs of a substantial nnniber of Indians. 

3 “(2) Obligation deperked. — ^At the request 

4 of any indhidnal who has entered into a eontraet re- 

5 ferred to in paragraph (1) and who receives a degree 

6 in medicine (inclnding osteopathic or allopathie nied- 

7 icine), dentistry, optometry, podiatry, or pharmacy, 

8 the Secretary shall defer the active dirty sei'\ice obli- 

9 gation of that individrral rrnder that eontraet, in 

10 order that srrch indhidnal may complete any intern- 

11 ship, residency, or other advanced clinical training 

12 that is required for the practice of that health pro- 

13 fession, for an appropriate period (in years, as deter- 

14 mined by the Secretary), subject to the following 

15 conditions: 

16 “(A) No period of internship, residency, or 

17 other advanced clinical training shall be eorrnted 

18 as satisMirg any period of obligated sendee 

19 rrnder this srrbsection. 

20 “(B) The active dirty sei'^dce obligation of 

21 that individrral shall commence not later than 

22 90 days after the eompletion of that advanced 

23 clinical training (or by a date specified by the 

24 Secretary) . 
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1 “(C) Tlie active duty sendee obligation will 

2 be served in the liealtli profession of that indi- 

3 \ddnal in a manner consistent with paragraph 

4 (1). 

5 “(Id) A recipient of a scholarship nnder 

6 this section may, at the election of the recipient, 

7 meet the active dirty sendee obligation described 

8 in paragraph (1) by sendee in a progTarn speci- 

9 fled under that paragraph that — 

10 “(i) is located on the reservation of 

11 the Indian Tribe in which the recipient is 

12 enrolled; or 

13 “(ii) serves the Indian Tribe in which 

14 the recipient is enrolled. 

15 “(3) Priority when JEtiaxG assignments. — 

16 Subject to paragraph (2), the Secretary, in making 

17 assignments of Indian Health Scholarship recipients 

18 required to meet the active duty service obligation 

19 described in paragraph (1), shall give priority to as- 

20 signing indhddiials to service in those programs 

21 specified in paragraph (1) that have a need for 

22 health professionals to pro\dde health care services 

23 as a resirlt of irrdhddrrals havirrg breached corrtracts 

24 errtered irrto rrrrder this sectiorr. 
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1 “(c) P^vi{T-Time Students. — In the case of an indi- 

2 \idnal recehing a scholarship under this section who is 

3 enrolled part time in an approved course of study — 

4 “(1) such scholarship shall be for a period of 

5 jTars not to exceed the part-time equivalent of 4 

6 years, as determined by the Area Office; 

7 “(2) the period of obligated sendee described in 

8 subsection (b)(1) shall be equal to the greater of^ — 

9 “(A) the part-time equivalent of 1 year for 

10 each year for which the indhddnal was provided 

11 a scholarship (as determined by the Area Of- 

12 fice); or 

13 “(B) 2 years; and 

14 “(3) the amount of the monthly stipend speci- 

15 fled in section 338A(g)(l)(B) of the Public Health 

16 Sendee Act (42 U.S.C. 254i,(g)(l)(B)) shall be re- 

17 duced pro rata (as determined by the Secretary) 

18 based on the number of hours such student is en- 

19 rolled. 

20 “(d) BkEACII op CoXTKiVCT. — 

21 “(1) Specified bkeacites. — ^An individual 

22 shall be liable to the United States for the amount 

23 which has been paid to the indhddual, or on behalf 

24 of the indhddual, under a contract entered into with 

25 the Secretary rrrrder this sectiorr orr or after the date 
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1 of enactment of the Indian Health Care Iniprove- 

2 ment Act Amendments of 2005 if that indhidnal — 

3 “(A) fails to maintain an acceptable level 

4 of academic standing in the edncational institn- 

5 tion in which he or she is enrolled (such level 

6 determined by the edncational institution under 

7 regulations of the Secretary); 

8 “(B) is dismissed from such edncational 

9 institution for disciplinary reasons; 

10 “(C) vohnitarily terminates the training in 

11 such an edncational institution for which he or 

12 she is pimided a scholarship under such con- 

13 tract before the completion of sncli training; or 

14 “(H) fails to accept pa\mient, or instnicts 

15 the edncational institution in which he or she is 

16 enrolled not to accept pa\Tnent, in whole or in 

17 part, of a scholarship under such contract, in 

18 lien of any service obligation arising under such 

19 contract. 

20 “(2) Other breaches. — If for any reason not 

21 specified in paragraph (1) an individual breaches a 

22 VTitten contract by failing either to begin such indi- 

23 dual’s seiHce obligation required under such eon- 

24 tract or to complete such service obligatiorr, the 

25 Urrited States shall be errtitled to recover from the 
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1 iiidhidnal an amount determined in aeeordance with 

2 the fominla speeified in subsection ( 1 ) of section 110 

3 in the manner provided for in such subsection. 

4 “(3) Canceijatiox upon death op kecipi- 

5 ENT. — Upon the death of an indhidnal who receives 

6 an Indian Health Scholarship, any outstanding obli- 

7 gation of that indhidnal for sendee or pawnent that 

8 relates to that scholarship shall be canceled. 

9 “(4) AND SUSPENSIONS. — The See- 

10 retaiy shall provide for the partial or total waiver or 

1 1 suspension of any obligation of sendee or pa\Tnent of 

12 a recipient of an Indian Health Scholarship if the 

13 Secretary, in eonsnltation with the affected Area Of- 

14 flee, Indian Tribes, Tribal Organizations, and Urban 

15 Indian Organizations, determines that — 

16 “(A) it is not possible for the recipient to 

17 meet that obligation or make that pawnent; 

18 “(B) requiring that recipient to meet that 

19 obligation or make that pawnent would result 

20 in extreme hardship to the recipient; or 

21 “(0) the enforeement of the requirement to 

22 meet the obligation or make the pawnent would 

23 be mieonseionable. 

24 “(5) Extreme t tar dstttp. — Notwithstanding 

25 any other proHsion of law, in any case of extreme 
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1 hardship or for other good cause shown, the See- 

2 retaiy may waive, in whole or in part, the right of 

3 the United States to recover funds made available 

4 under this section. 

5 “(6) BANiaiUi’TCY. — Notwithstanding any 

6 other pro\ision of law, with respect to a recipient of 

7 an Indian Health Scholarship, no obligation for pay- 

8 ment may be released by a discharge in bankraptey 

9 under title 11, United States Code, unless that dis- 

10 charge is granted after the exi^iration of the 5-year 

11 period beginning on the initial date on which that 

12 pawnent is due, and only if the bankruptcy court 

13 finds that the nondiseharge of the obligation would 

14 be unconscionable. 

15 “SEC. 105. AMERICAN INDIANS INTO PSYCHOLOGY PRO- 

16 GRAM. 

17 “(a) Gr^ints Authorized. — T he Secretary, acting 

18 through the Sendee, shall make grants to at least 3 col- 

19 leges and universities for the purpose of developing and 

20 maintaining Indian psychology career recruitment pro- 

21 grams as a means of encouraging Indians to enter the 

22 mental health field. These programs shall be located at 

23 various locations throughout the country to maximize their 

24 availability to Indian students and new programs shall be 

25 established in different locations from time to time. 
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1 “(b) Quentin N. Burdick Pkogiuui Giuvnt. — The 

2 Secretary shall provide a grant authorized under snb- 

3 section (a) to develop and maintain a program at the Uni- 

4 versity of North Dakota to be known as the ‘Quentin N. 

5 Burdick American Indians Into Psychology" Program’. 

6 Such program shall, to the maximum extent feasible, co- 

7 ordinate with the Quentin N. Burdick Indian Health Pro- 

8 grams authorized under section 117(b), the Quentin N. 

9 Burdick American Indians Into Nursing Program author- 

10 ized under section 115(e), and existing university research 

1 1 and communications networks. 

12 “(c) IvEGUijiVTiONS. — The Secretary shall issue regii- 

13 lations pursuant to this Act for the competitive awarding 

14 of grants proHded under this section. 

15 “(d) Conditions op Grant. — ^Applicants under this 

16 section shall agree to proHde a program which, at a 

17 minimum — 

18 “(1) provides outreach and reeniitment for 

19 health professions to Indian eommmiities including 

20 elementary, secondary, and accredited and accessible 

21 community colleges that will be served by the pro- 

22 gram; 

23 “(2) irreorporates a program adHsory board 

24 comprised of represerrtatives from the tribes arrd 

25 eornrnrrrrities that will be served by the program; 


•s 1057 rs 



34 


31 

1 “(3) pimides summer eiirielimeiit programs to 

2 expose Indian students to the various fields of psy- 

3 cliologj" through researeh, elinieal, and exjjeriniental 

4 aetivities; 

5 “(4) pimides stipends to undergraduate and 

6 graduate students to pursue a career in psychology; 

7 “(5) develops affiliation agreements vith tribal 

8 colleges and universities, the Sendee, university af- 

9 filiated programs, and other appropriate accredited 

10 and accessible entities to enhance the education of 

11 Indian students; 

12 “(6) to the maximum extent feasible, uses exist- 

13 ing university tutoring, counseling, and student sup- 

14 port sendees; and 

15 “(7) to the maximum extent feasible, employs 

16 qualified Indians in the program. 

17 “(e) Acti\t5 Duty Ser\yce Requirement. — The 

18 active duty sendee obligation prescribed under section 

19 338C of the Public Health Sendee Act (42 U.S.C. 254ni) 

20 shall be met by each graduate who receives a stipend de- 

21 scribed in subsection (d)(4) that is funded under this sec- 

22 tion. Such obligation shall be met by sendee — 

23 “(1) in an Indian Health Program; 

24 “(2) in a program assisted under title V of this 

25 Act; or 
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1 “(3) ill the private praetice of psyehology if, as 

2 determined by the Seeretary, in aeeordance witli 

3 guidelines promulgated by the Seeretary, sneh prae- 

4 tice is situated in a physician or other health profes- 

5 sional shortage area and addresses the health care 

6 needs of a substantial inimber of Indians. 

7 “SEC. 106. FUNDING FOR TRIBES FOR SCHOLARSHIP PRO- 

8 GRAMS. 

9 “(a) In Gener/Uj. — 

10 “(1) GrzVXTS authorized. — T he Seeretary, 

11 acting through the Sendee, shall make grants to 

12 Tribal Health Programs for the pnipose of pimdding 

13 scholarships for Indians to seive as health profes- 

14 sionals in Indian comnninities. 

15 “(2) AiioUNT. — ^Amounts available under para- 

16 graph (1) for any fiscal year shall not exceed 5 per- 

17 cent of the amonnts available for each fiscal year for 

18 Indian Health Scholarships under section 104. 

19 “(3) AinnJCATiON. — ^An application for a grant 

20 nnder paragraph (1) shall be in sneh form and eon- 

21 tain sneh agreements, assurances, and information 

22 as consistent vitli this section. 

23 “(b) Requirements. — 

24 “(1) In geneiuvIj. — ^A Tribal Health Program 

25 reeehdng a grant nnder subsection (a) shall provide 
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1 scholarships to Indians in accordance with the re- 

2 qnirements of this section. 

3 “(2) Costs. — ^^Adth respect to costs of pro\iding 

4 any scholarship pnrsnant to subsection (a) — 

5 “(A) 80 percent of the costs of the scholar- 

6 ship shall be paid from the funds made avail- 

7 able pnrsnant to subsection (a)(1) provided to 

8 the Tribal Health Program; and 

9 “(B) 20 percent of such costs may be paid 

10 from any other source of funds. 

11 “(c) Course of Study. — Tribal Health Program 

12 shall proHde scholarships under this section only to Indi- 

13 ans enrolled or accepted for enrollment in a course of 

14 study (approved by the Secretary) in one of the health pro- 

15 fessions contemplated by this Act. 

16 “(d) CoNTiuvCT. — In proHding scholarships under 

17 subsection (b), the Secretary and the Tribal Health Pro- 

18 gTani shall enter into a VTitten contract vitli each recipi- 

19 ent of such scholarship. Such contract shall — 

20 “(1) obligate such recipient to proHde seiHce in 

21 an Indian Health Program or Urban Indian Organi- 

22 zation, in the same SeiHce Area where the Tribal 

23 Health ProgTam proHding the scholarship is located, 

24 for— 
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“(A) a number of years for which the 
scholarship is provkled (or the part-time equiva- 
lent thereof, as determined by the Secretary), 
or for a period of 2 years, whichever period is 
greater; or 

“(B) such greater period of time as the re- 
cipient and the Tribal Health Program may 
agree; 

“(2) proHde that the amount of the 
scholarship — 

“(A) may only be expended for — 

“(i) tuition expenses, other reasonable 
educational expenses, and reasonable Ihing 
expenses incurred in attendance at the 
educational institution; and 

“(ii) pa\ment to the recipient of a 
monthly stipend of not more than the 
amount authorized by section 338(g)(1)(B) 
of the Public Health Sendee Act (42 
U.S.C. 254ni(g)(l)(B)), with such amount 
to be reduced pro rata (as determined by 
the Secretary) based on the number of 
hours such student is enrolled, and not to 
exceed, for any year of attendance for 
which the scholarship is pimdded, the total 
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1 amoniit required for the year for the pur- 

2 poses authorized in tliis clause; and 

3 “(B) may not exceed, for any year of at- 

4 tendance for which the scholarship is provided, 

5 the total amount required for the year for the 

6 puiposes authorized in subparagraph (A); 

7 “(3) require the recipient of such scholarship to 

8 maintain an acceptable level of academic standing as 

9 determined by the educational institution in aeeord- 

10 anee vitli regulations issued pursuant to this Act; 

1 1 and 

12 “(4) require the recipient of such scholarship to 

13 meet the educational and licensure requirements ap- 

14 propriate to each health profession. 

15 “(e) Breach op CoxTKiVCT. — 

16 “(1) Si’ECiPiC BREACHES. — ^Aii individual who 

17 has entered into a vritten contract with the See- 

18 retaiy and a Tribal Health Program under sub- 

19 section (d) shall be liable to the United States for 

20 the Federal share of the amount which has been 

21 paid to him or her, or on his or her behalf, under 

22 the contract if that individual — 

23 “(A) fails to maintain an acceptable level 

24 of academic standing in the educational institu- 

25 tion in which he or she is enrolled (such level 
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1 as determined by the edneatioiial institution 

2 under regulations of the Secretary); 

3 “(B) is dismissed from such educational 

4 institution for disciplinary reasons; 

5 “(C) voluntarily terminates the training in 

6 such an educational institution for which he or 

7 she is provided a scholarship nnder such con- 

8 tract before the completion of snch training; or 

9 “(D) fails to accept pawnent, or instnicts 

10 the educational institution in which he or she is 

11 enrolled not to accept pa\Tnent, in whole or in 

12 part, of a scholarship nnder snch contract, in 

13 lieu of any sendee obligation arising under snch 

14 contract. 

15 “(2) Other breaches. — If for any reason not 

16 specified in paragraph (1), an indhddual breaches a 

17 VTitten contract by failing to either begin such indi- 

18 cddual’s sendee obligation required under such con- 

19 tract or to complete snch sendee obligation, the 

20 United States shall be entitled to recover from the 

21 indhddual an anionnt determined in accordance with 

22 the formula specified in subsection ( 1 ) of section 110 

23 in the manner proedded for in such subsection. 

24 “(3) CANCEIAjiVTIOX UPON DEATH OP RECIPI- 

25 ENT. — Upon the death of an indhddual who receives 
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1 ail Indian Health Scholarship, any ontstanding obli- 

2 gation of that indhidnal for sendee or pawent that 

3 relates to that scholarship shall be caneeled. 

4 “(4) iNFORMitTiON. — The Secretary may eariy 

5 out this subsection on the basis of information re- 

6 ceived from Tribal Health Programs involved or on 

7 the basis of information collected through such other 

8 means as the Secretaiy deems appropriate. 

9 “(f) Reivvtiox to Sociaij Security Act. — The re- 

10 cipient of a scholarship under this section shall agree, in 

1 1 proedding health care pursuant to the requirements 

12 herein — 

13 “(1) not to discriminate against an individual 

14 seeking care on the basis of the ability of the indi- 

15 \ddiial to pay for such care or on the basis that pay- 

16 ment for such care will be made pnrsnant to a pro- 

17 grani established in title XVHI of the Social Secn- 

18 rity Act or pnrsnant to the programs established in 

19 title XIX or title XXI of such Act; and 

20 “(2) to accept assignment under section 

21 1842(b)(3)(B)(ii) of the Social Security Act for all 

22 sendees for which pawnent may be made under part 

23 B of title XVHI of such Act, and to enter into an 

24 appropriate agTeement vdth the State agency that 

25 administers the State plan for medical assistance 
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1 under title XIX, or the State child health plan under 

2 title XXI, of such Act to provide sendee to individ- 

3 uals entitled to medical assistance or child health as- 

4 sistance, respectively, under the plan. 

5 “(g) Continuance of Funding. — The Secretary 

6 shall make pannents under this section to a Tribal Health 

7 Program for any fiscal year subsequent to the first fiscal 

8 year of such pa\Tnents unless the Secretary deterrnirres 

9 that, for the immediately precedirrg fiscal year, the Tribal 

10 Health Program has rrot complied with the reqrrirernerrts 

1 1 of this sectiorr. 

12 “SEC. 107. INDIAN HEALTH SERVICE EXTERN PROGRAMS. 

13 “(a) Employment Prepbkence. — An y hrdividual 

14 who receives a scholarship prrrsrrarrt to sectiorr 104 or 106 

15 shall be giverr prefererree for ernploiTiierrt irr the Service, 

16 or may be employed by a Tribal Health ProgTam or arr 

17 Urbarr Irrdiarr Orgarrizatiorr, or other agerreies of the De- 

18 partrnerrt as available, drrrirrg arry rrorracadernic period of 

19 the year. 

20 “(b) Not Counted ToMCiitD Actdts Duty SEimcE 

21 Obijgation. — Periods of ernploiTiierrt prrrsrrarrt to this 

22 srrbsectiorr shall rrot be corrrrted irr deterrnirrirrg firlfilhnerrt 

23 of the serHce obligatiorr irreurred as a corrditiorr of the 

24 scholarship. 
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1 “(c) Timing; Length of Employment. — ^A iiy iiuli- 

2 \idnal enrolled in a program, including a high school pro- 

3 gram, authorized under section 102 (a) may be employed 

4 by the Sendee or by a Tribal Health ProgTam or an Urban 

5 Indian Organization during any nonacademic period of the 

6 year. Any such emplonnent shall not exceed 120 days dnr- 

7 ing any calendar year. 

8 “(d) NonaihujCj-IEjIIjIty op Competitrt: Pekson- 

9 neIj System. — ^A ny eniplo\Tnent pursuant to this section 

10 shall be made 'without regard to any competitive personnel 

11 system or agency personnel limitation and to a position 

12 which will enable the indhddual so employed to receive 

13 practical exjierience in the health profession in which he 

14 or she is engaged in study. Any indhddual so employed 

15 shall receive paweiit for his or her sendees comparable 

16 to the salary he or she would receive if he or she were 

17 employed in the competitive system. Any individual so eni- 

18 ployed shall not be counted against any emplonnent ceil- 

19 ing affecting the Service or the Departrnerrt. 

20 “SEC. 108. CONTINUING EDUCATION ALLOWANCES. 

21 “In order to erreorrrage health professionals, irrchrding 

22 community health represerrtatives arrd ernergerrey medical 

23 techrriciarrs, to joirr or corrtirrue irr arr Irrdiarr Health Pro- 

24 grarn or arr Urbarr Irrdiarr Orgarrizatiorr arrd to prmdde 

25 their serwdees irr the rural arrd remote areas where a sig- 
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1 iiifieaiit portion of Indians reside, the Seeretaiy, aeting 

2 tlirongli the Sendee, may provide allowances to health pro- 

3 fessionals employed in an Indian Health Program or an 

4 Urban Indian Organization to enable them for a period 

5 of time each year prescribed by regulation of the Seeretaiy 

6 to take leave of their duty stations for professional eon- 

7 snltation and refresher training courses. 

8 “SEC. 109. COMMUNITY HEALTH REPRESENTATIVE PRO- 

9 GRAM. 

10 “(a) In GenbilvIj. — Under the authority of the Act 

11 of November 2, 1921 (25 U.S.C. 13) (commonly knovii 

12 as the ‘Snyder Act’), the Seeretaiy, acting through the 

13 Sendee, shall maintain a Conimmiity Health Representa- 

14 live Program under which Indian Health Programs — 

15 “(1) pro\dde for the training of Indians as coni- 

16 inmiity health representatives; and 

17 “(2) use such coinmnnity health representatives 

18 in the proHsion of health care, health promotion, 

19 and disease prevention sendees to Indian eoninni- 

20 nities. 

21 “(b) Duties. — The Conimnnity Health Representa- 

22 tive Program of the Sendee, shall — 

23 “(1) provide a high standard of training for 

24 coinmnnity health representatives to ensure that the 

25 eommmiity health representatives pro\dde quality 
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1 health eare, health promotion, and disease preven- 

2 tion sendees to the Indian conimnnities sensed by 

3 the Program; 

4 “(2) in order to provide such training, develop 

5 and maintain a enrrieuhmi that — 

6 “(A) combines education in the theory of 

7 health care with snpei'\dsed practical exirerience 

8 in the provision of health care; and 

9 “(B) pro\ddes instniction and practical ex- 

10 perienee in health promotion and disease pre- 

11 vention activities, with appropriate eonsider- 

12 ation given to lifestyle factors that have an ini- 

13 pact on Indian health status, such as aleohol- 

14 ism, family dysfunction, and poverty; 

15 “(3) maintain a system which identifies the 

16 needs of community health representatives for con- 

17 tinuing education in health eare, health promotion, 

18 and disease prevention and develop programs that 

19 meet the needs for eontinuing education; 

20 “(4) maintain a system that provides close su- 

21 peivision of Community Health Representatives; 

22 “(5) maintain a system under which the work 

23 of Community Health Representatives is reviewed 

24 and evaluated; and 
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1 “(6) promote Traditional Health Care Practices 

2 of the Indian Tribes sensed consistent with the Seiw- 

3 ice standards for the provision of health care, health 

4 promotion, and disease prevention. 

5 “SEC. no. INDIAN HEALTH SERVICE LOAN REPAYMENT 

6 PROGRAM. 

7 “(a) Establishment. — The Secretary, acting 

8 tlirongli the Service, shall establish arrd adrnirrister a pro- 

9 gram to be krrovm as the Service Loarr Repannerrt Pro- 

10 gram (hereirrafter referred to as the ‘Loarr Repannerrt 

11 Program’) irr order to errsure arr adequate srrpply of 

12 trairred health professiorrals rrecessary to rnairrtairr aecredi- 

13 tatiorr of, arrd pronde health care services to Irrdiarrs 

14 throrrgh, Irrdiarr Health Programs arrd Urbarr Irrdiarr Or- 

15 garrizatiorrs. 

16 “(b) Eligible iNiimiruAijS. — To be eligible to par- 

17 ticipate in the Loan Repannent ProgTam, an indhidrral 

1 8 nirrst — 

19 “(1)(A) be enrolled — 

20 “(i) in a course of study or program in an 

21 accredited educational institution (as deter- 

22 mined by the Secretary rrrrder sectiorr 

23 338B(b)(l)(e)(i) of the Prrblic Health SerHee 

24 Act (42 U.S.C. 254Z-l(b)(l)(c)(i))) arrd be 

25 schedrrled to complete srrch eorrrse of strrdy irr 
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1 the same year such individual applies to partici- 

2 pate in such program; or 

3 “(ii) in an approved graduate training pro- 

4 gram in a health profession; or 

5 “(B) have— 

6 “(i) a degree in a health profession; and 

7 “(ii) a license to practice a health profes- 

8 sion; 

9 “(2) (A) be eligible for, or hold, an appointment 

10 as a commissioned officer in the Regular or Resale 

1 1 Corps of the Public Health Service; 

12 “(B) be eligible for selection for Chilian seiHce 

13 in the Regnilar or Reserve Corps of the Prrblic 

14 Health Service; 

15 “(C) meet the professiorral starrdards for chil 

16 serHce ernplo\nnerrt irr the Service; or 

17 “(H) be employed irr arr Irrdiarr Health Program 

18 or Urbarr Irrdiarr Orgarrizatiorr vithorrt a serHce obli- 

19 gatiorr; arrd 

20 “(3) srrbrnit to the Secretary arr applieatiorr for 

21 a corrtraet described irr subsectiorr (e). 

22 “(e) Ai^plication. — 

23 “(1) iNFOKlPVnON TO P>E INCLUDED WITH 

24 FORMS. — Irr dissernirratirrg applieatiorr forms arrd 

25 corrtraet forms to irrdhidirals desirirrg to participate 
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1 ill the Loan Repa\niieiit Progi'am, the Secretaiy 

2 shall include with such forms a fair sninmaiy of the 

3 rights and liabilities of an indhidnal whose applica- 

4 tion is approved (and whose eontraet is accepted) by 

5 the Secretaiy, inchiding in the siimniary a clear ex- 

6 planation of the damages to which the United States 

7 is entitled under subsection ( 1 ) in the case of the in- 

8 dhidiial’s breach of eontraet. The Secretaiy shall 

9 provide such individnals vitli sufficient information 

10 regarding the advantages and disadvantages of seiv- 

11 ice as a commissioned officer in the Regnlar or Re- 

12 seiwe Coips of the Public Health Sendee or a chdl- 

13 ian employee of the Sendee to enable the individual 

14 to make a decision on an informed basis. 

15 “(2) ClEjVR IjANGUAGE. — The application form, 

16 eontraet form, and all other information furnished 

17 by the Secretaiy under this section shall be WTitten 

18 in a manner calculated to be understood by the aver- 

19 age individual apphdng to participate in the Loan 

20 Repannent Program. 

21 “(3) Timely AVitiivUiiLiTY of forms. — The 

22 Secretary shall make such application forms, con- 

23 tract forms, and other information available to indi- 

24 \ddiials desiring to participate in the Loan Repay- 

25 ment Program on a date snffieiently early to ensure 
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1 that such iiidhidnals have adequate time to carefully 

2 review and evaluate such forms and information. 

3 “(d) Pkiorities. — 

4 “(1) List. — Consistent vitli subsection (k), the 

5 Secretary shall annually — 

6 “(A) identify the positions in each Indian 

7 Health Program or Urban Indian Organization 

8 for which there is a need or a vacancy; and 

9 “(B) rank those positions in order of prior- 

10 ity. 

11 “(2) Appro V iVijS. — Notwithstanding the prior- 

12 ity determined under paragraph (1), the Secretary, 

13 in determining which applications under the Loan 

14 Repawnent Program to approve (and which con- 

15 tracts to accept), shall — 

16 “(A) give first priority to applications 

17 made by individual Indians; and 

18 “(B) after making determinations on all 

19 applications submitted by individual Indians as 

20 required under subparagraph (A), give priority 

21 to — 

22 “(i) indhiduals recruited through the 

23 efforts of an Indian Health Program or 

24 Urban Indian Organization; and 
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“(ii) other iiidhidnals based on the 
priority rankings under paragraph (1). 

“(e) Recipient CoNTKitCTS. — 

“(1) CoNTKiVCT REQUIKED. — ^Aii hidhidnal be- 
eomes a participant in the Loan Repa\Tnent Pro- 
gram only upon the Secretary and the indhidnal en- 
tering into a iiritten contract described in paragraph 
( 2 ). 

“(2) Contents of contract. — The written 
contract referred to in this section between the Sec- 
retary arrd arr irrdivkhral shall corrtairr — 

“(A) arr agreernerrt nrrder which — 

“(i) srrbject to subparagraph (C), the 
Secretary agrees — 

“(I) to pay loarrs orr behalf of the 
irrdmdrral irr accordarrce 'with the pro- 
wsiorrs of this sectiorr; arrd 

“(II) to accept (srrbject to the 
availability of appropriated frrrrds for 
carr'T.drrg ont this sectiorr) the irrdivid- 
ual irrto the Service or place the irrdi- 
\idrral vitlr a Tribal Health Program 
or Urbarr Irrdiarr Orgarrizatiorr as pro- 
mled irr clarrse (ii)(III); arrd 
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1 “(ii) subject to subparagraph (C), the 

2 iiidhidual agrees — 

3 “(I) to accept loan pawents on 

4 behalf of the individual; 

5 “(II) in the case of an iiidhidual 

6 described in subsection (b)(1) — 


7 


“(aa) to maintain enrollment 

8 


in a course of study or training 

9 


described in subsection (b)(1)(A) 

10 


until the iiidhidual eompletes the 

11 


course of study or training; and 

12 


“(bb) while enrolled in such 

13 


course of study or training, to 

14 


maintain an acceptable level of 

15 


aeademic standing (as deter- 

16 


mined under regulations of the 

17 


Secretary by the educational in- 

18 


stitution offering such course of 

19 


study or training); and 

20 


“(III) to seive for a time period 

21 

(hereinafter in this section referred to 

22 

as 

the ‘period of obligated seivice’) 

23 

equal to 2 years or such longer period 

24 

as 

the individual may agree to seiwe 

25 

ill 

the full-time clinical practice of 
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such iiidhidnal’s profession in an In- 
dian Health Program or Urban In- 
dian Organization to which the indi- 
\idnal may be assigned by the Sec- 
retary; 

“(B) a provision permitting the Secretary 
to exterrd for srrch lorrger additiorral periods, as 
the irrdhidrral may agree to, the period of obli- 
gated serHce agreed to by the irrdhidrral rrrrder 
srrbparagraph (A) (ii) (III) ; 

“(C) a prmisiorr that arry firrarrcial obliga- 
tiorr of the Urrited States arisirrg orrt of a corr- 
tract errtered irrto rrrrder this sectiorr arrd arry 
obligatiorr of the irrdhidrral which is corrditiorred 
thereorr is corrtirrgerrt rrporr frrrrds beirrg appro- 
priated for loarr repawnerrts rrrrder this sectiorr; 

“(D) a staternerrt of the damages to which 
the Urrited States is errtitled rrrrder srrbsectiorr 
( 1 ) for the irrdhidrral’s breach of the corrtract; 
arrd 

“(E) srrch other staterrrerrts of the rights 
arrd liabilities of the Secretary arrd of the irrdi- 
\idrral, rrot irrcorrsisterrt with this sectiorr. 
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1 “(f) De ad tjne fok Decision on Ai^plication. — 

2 The Secretary shall proDde ATitten notice to an individual 

3 vithin 2 1 days on — 

4 “(1) the Secretary’s appro\ing, under snb- 

5 section (e)(1), of the individnal’s participation in the 

6 Loan Repa\Tnent Program, inclnding extensions re- 

7 suiting in an aggregate period of obligated seiArce in 

8 excess of 4 years; or 

9 “(2) the Secretary’s disapproDng an indhid- 

10 rial’s participation in such Program. 

11 “(g) Payments. — 

12 “(1) In genekaIj. — loan repa\rnerit pimided 

13 for an individual nnder a vritten eontraet iiiider the 

14 Loan Repa\rnent Program shall consist of pa\ment, 

15 in accordance vdth paragraph (2), on behalf of the 

16 indhidnal of the principal, interest, and related ex- 

17 perises on government and eornrnereial loans received 

18 by the indhidnal regarding the midergradnate or 

19 graduate edncation of the indhidnal (or both), which 

20 loans were made for — 

21 “(A) tnition exirerises; 

22 “(B) all other reasonable edrrcatiorral ex- 

23 perrses, irrehrdirrg fees, books, arrd laboratory ex- 

24 perrses, irreurred by the irrdhidrral; arrd 
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1 “(C) reasonable Ihiiig exjjeiises as deter- 

2 mined by the Secretary. 

3 “(2) Amount. — For each year of obligated 

4 sendee that an individual contracts to sen^e under 

5 subsection (e), the Secretary may pay up to $35,()()() 

6 or an amount equal to the amount specified in sec- 

7 tion 338B(g)(2)(A) of the Public Health Sendee 

8 Act, whichever is more, on behalf of the indhddual 

9 for loans described in paragraph (1). In making a 

10 determination of the amount to pay for a year of 

11 such sendee by an indhddual, the Secretary shall 

12 consider the extent to which each such 

1 3 determination — 

14 “(A) affects the ability of the Secretary to 

15 maximize the mrrnber of corrtracts that carr be 

16 proedded rrrrder the Loarr Repawnerrt Program 

17 from the arnorrrrts appropriated for srrch corr- 

18 tracts; 

19 “(B) proeddes arr irreerrtive to serwe irr Irr- 

20 diarr Health Programs arrd Urbarr Irrdiarr Orga- 

21 rrizatiorrs vdth the greatest shortages of health 

22 professiorrals; arrd 

23 “(C) provides arr irreerrtive with respect to 

24 the health professiorral irrvolved rernairrirrg irr arr 

25 Irrdiarr Health Program or Urbarr Irrdiarr Orga- 
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1 iiizatioii with such a health professional short- 

2 age, and continuing to provide primary health 

3 sendees, after the completion of the period of 

4 obligated sendee under the Loan Repawnent 

5 Program. 

6 “(3) Timing. — ^Any arrangement made by the 

7 Secretary for the making of loan repawnents in ac- 

8 cordance with this subsection shall pro\dde that any 

9 repawnents for a year of obligated sendee shall be 

10 made no later than the end of the fiscal year in 

11 which the indhddual completes such year of sendee. 

12 “(4) Reimbursements for itvx luvbiijty. — 

13 For the pmpose of pro\dding reimbursements for tax 

14 liability resulting from a pajunent under paragraph 

15 (2) on behalf of an indhddual, the Secretary — 

16 “(A) in addition to such pawnents, may 

17 make pa\Tnents to the indhddual in an amount 

18 equal to not less than 20 percent and not more 

19 than 39 percent of the total amount of loan re- 

20 pawnents made for the taxable year involved; 

21 and 

22 “(B) may make such additional pawnents 

23 as the Secretary determines to be appropriate 

24 vltli respect to such purpose. 
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1 “(5) Payment schedule . — Tlie Secretary 

2 may enter into an agreement with the holder of any 

3 loan for which pawnents are made rnider the Loan 

4 Repa\anent ProgTam to establish a schedule for the 

5 making of such pa\Tnents. 

6 “(h) EmpIjOyment Ceiling. — Notwithstanding any 

7 other pro\ision of law, indhidnals who have entered into 

8 WTitten contracts with the Secretary rrrrder this sectiorr 

9 shall rrot be corrrrted agairrst arry ernplo\mierrt ceilirrg af- 

10 fectirrg the Departmerrt wirile those irrdhidrrals are rrrrder- 

1 1 goirrg academic trairrirrg. 

12 “(i) Reckuitment. — The Secretary shall corrdrrct re- 

13 cr^ritirrg programs for the Loarr Repa\anerrt Program arrd 

14 other Service rnarrpower programs of the Service at edrr- 

15 catiorral irrstitrrtiorrs trairrirrg health professiorrals or spe- 

16 cialists iderrtified irr srrbsectiorr (a). 

17 “(j) Aihuac^ybility of Law. — S ectiorr 214 of the 

18 Prrblic Health Service Act (42 U.S.C. 215) shall rrot apply 

19 to irrdhidrrals drrrirrg their period of obligated service 

20 rrrrder the Loarr Repa\Tnerrt Program. 

21 “(k) Assignment of iNDivioUitijS. — The Secretary, 

22 irr assigirirrg irrdhidrrals to serve irr Irrdiarr Health Pro- 

23 grams or Urbarr Irrdiarr Orgarrizatiorrs prrrsrrarrt to corr- 

24 tracts errtered irrto rrrrder this sectiorr, shall — 
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1 “(1) ensure that the staffing needs of Tribal 

2 Health Progranis and Urban Indian Organizations 

3 receive consideration on an equal basis vitli pro- 

4 grams that are administered directly by the Sendee; 

5 and 

6 “(2) give priority to assigning in dhd duals to In- 

7 diaii Health Programs and Urban Indian Organiza- 

8 tions that have a need for health professionals to 

9 proHde health care sendees as a result of indhdduals 

10 ha\dng breached contracts entered into under this 

1 1 section. 

12 “( 1 ) Breach of Contirvct. — 

13 “(1) Specific breaches. — ^An individual who 

14 has entered into a vritten contract with the Sec- 

15 retaiy under this section and has not received a 

16 waiver under subsection (in) shall be liable, in lieu 

17 of any sendee obligation arising under such contract, 

18 to the United States for the amount which has been 

19 paid on such in dhd dual’s behalf under the contraet 

20 if that individual — 

21 “(A) is enrolled in the final year of a 

22 course of study and — 

23 “(i) fails to maintain an acceptable 

24 level of aeademie standing in the edu- 

25 cational institution in which he or she is 
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enrolled (such level determined by the edn- 
cational institution under regulations of 
the Seeretaiy); 

“(ii) voluntarily terminates such en- 
rollment; or 

“(iii) is dismissed from such edu- 
cational institution before eompletion of 
such course of study; or 
“(B) is enrolled in a graduate training pro- 
gram and fails to complete such training pro- 
gram. 

“(2) Other breaches; formuia for 
A iioUNT OWED. — If, for any reason not specified in 
paragraph (1), an indhidual breaches his or her 
'written contract under this section by failing either 
to begin, or complete, such indhidual’ s period of ob- 
ligated service in accordance with subsection (e)(2), 
the United States shall be entitled to recover from 
such indhidual an amount to be determined in ae- 
cordanee with the follo'wing formula: A=3Z(t — s/t) 
in which — 

“(A) ‘A’ is the amount the United States 
is entitled to recover; 

“(B) ‘Z’ is the sum of the amounts paid 
under this section to, or on behalf of, the indi- 
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1 \i(lnal and the interest on such amounts which 

2 would be payable if, at the time the amounts 

3 were paid, they were loans bearing interest at 

4 the maximum legal prevailing rate, as deter- 

5 mined by the Secretary of the Treasury; 

6 “(C) ‘t’ is the total number of months in 

7 the indhidual’s period of obligated sei'^ice in 

8 accordance with subsection (f); and 

9 “(D) ‘s’ is the number of months of such 

10 period served by srrch irrdhidrral irr aecordarrce 

11 with this sectiorr. 

12 “(3) Deductions in iiEDitJiVKE payments. — 

13 Amounts not paid within such period shall be sub- 

14 ject to collection through deductions in medicare 

15 pawnents pursuant to section 1892 of the Social Se- 

16 eurity Act. 

17 “(4) Time period for rei’Ayment. — ^Any 

18 amount of damages which the United States is enti- 

19 tied to recover under this subsection shall be paid to 

20 the United States within the 1-year period beginning 

21 on the date of the breach or such longer period be- 

22 ginning on such date as shall be specified by the 

23 Secretary. 

24 “(5) Reco^ry of delinquency. — 
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“(A) In GENEiiiiij. — If damages described 
ill paragraph (4) are delinquent for 3 months, 
the Secretary shall, for the purpose of recover- 
ing such damages — 

“(i) use collection agencies contracted 
vitli by the Administrator of General Seiv- 
ices; or 

“(ii) enter into contracts for the re- 
covery of such damages vitli collection 
agencies selected by the Secretaiy. 

“(B) Repokt. — Each contract for recover- 
ing damages pursuant to this subsection shall 
provide that the contractor will, not less than 
once each 6 months, submit to the Secretary a 
status report on the success of the contractor in 
collecting such damages. Section 3718 of title 
31, United States Code, shall apply to any such 
contract to the extent not inconsistent with this 
subsection. 

“(in) WiVi\T5K OK Suspension op ObijIGAtion. — 
“(1) In geneiuUj. — The Secretary shall by reg- 
ulation provide for the partial or total waiver or sus- 
pension of any obligation of sendee or pawnent by 
an indhddiial under the Loan Repa\nnent Program 
whenever compliance by the indhddiial is impossible 
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1 or would involve extreme hardship to the iiidhidnal 

2 and if enforeement of such obligation with respeet to 

3 any indhidnal wwild be nneonseionable. 

4 “(2) CiVNCEijBD UPON DEATH. — ^Aiiv obligation 

5 of an indhidnal under the Loan Repawiient Pro- 

6 gram for sendee or pawent of damages shall be 

7 eanceled upon the death of the indhidnal. 

8 “(3) HitRDSiiiP \Viii\T5K. — The Seeretary may 

9 w^aive, in wiiole or in part, the rights of the United 

10 States to recover amonnts under this section in any 

11 case of extreme hardship or other good cause shown, 

12 as determined by the Secretary. 

13 “(4) Bankduptcy. — ^Any obligation of an indi- 

14 \idual under the Loan Repa\Tnent Program for pay- 

15 merit of damages may be released by a discharge in 

16 banknrptey nnder title 11 of the United States Code 

17 only if such discharge is granted after the exi^iration 

18 of the 5-year period beginning on the first date that 

19 pawnent of such damages is required, and only if 

20 the bankniptey court finds that nondiseharge of the 

21 obligation wwild be uneonscionable. 

22 “(n) Report. — The Secretary shall submit to the 

23 President, for inelusion in each report required to be sub- 

24 riiitted to Congress under section 801, a report concerning 
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1 the previous fiscal year which sets forth by Sendee Area 

2 the follo'W'ing: 

3 “(1) A list of the health professional positions 

4 maintained by Indian Health Programs and Urban 

5 Indian Organizations for which reernitment or reten- 

6 tion is difficult. 

7 “(2) The number of Loan Repawnent Program 

8 applications filed with respect to each t\^)e of health 

9 profession. 

10 “(3) The number of contracts described in snb- 

1 1 section (e) that are entered into 'with respect to each 

12 health profession. 

13 “(4) The amount of loan pa\Tnents made under 

14 this section, in total and by health profession. 

15 “(5) The number of scholarships that are pro- 

16 \ided under sections 104 and 106 with respect to 

17 each health profession. 

18 “(6) The amount of scholarship grants proHded 

19 under section 104 and 106, in total and by health 

20 profession. 

21 “(7) The number of proHders of health care 

22 that 'will be needed by Indian Health Programs and 

23 Urban Indian Organizations, by location and profes- 

24 sion, during the 3 fiscal years beginning after the 

25 date the report is filed. 
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1 “(8) Tlie measures the Seeretaiy plans to take 

2 to fill the health professional positions maintained 

3 by Indian Health Programs or Urban Indian Orga- 

4 nizations for which reeniitment or retention is dif- 

5 fieult. 

6 “SEC. 111. SCHOLARSHIP AND LOAN REPAYMENT RECOV- 

7 ERY FUND. 

8 “(a) Establishment. — There is established in the 

9 Treasury of the United States a fund to be knoiwi as the 

10 Indian Health Scholarship and Loan Kepawent Recovery 

11 Frrrrd (hereafter irr this sectiorr referred to as the ‘LRRF’). 

12 The LRRF shall corrsist of such arnourrts as may be col- 

13 leeted from irrdividrrals rrrrder sectiorr l()4(d), sectiorr 

14 l()6(e), arrd sectiorr 110(/0 for breach of corrtraet, srrch 

15 fiirrds as may be appropriated to the LRRF, arrd irrterest 

16 earrred orr amorrrrts irr the LRRF. All arnorrrrts collected, 

17 appropriated, or earrred relative to the LRRF shall rernairr 

18 available urrtil exirerrded. 

19 “(b) Use of Funds. — 

20 “(1) By SECKETiVRY. — Am ounts irr the LRRF 

21 may be experrded by the Secretary, aetirrg throrrgh 

22 the Service, to make pa\Tnerrts to arr Irrdiarr Health 

23 Program — 

24 “(A) to which a scholarship reeipierrt rrrrder 

25 sectiorr 104 arrd 106 or a loarr repawnerrt pro- 
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1 gram participant under section 110 has been 

2 assigned to meet tlie obligated sendee reqnire- 

3 nients pursuant to such sections; and 

4 “(B) that has a need for a health profes- 

5 sional to provide health care sendees as a result 

6 of such recipient or participant ha\dng breached 

7 the contract entered into under section 104, 

8 106, or section 110. 

9 “(2) By tkib^Uj tteat;Ttt pkogkajvis. — T ribal 

10 Health ProgTam recehdng pa\Tnents pursuant to 

11 paragraph (1) may expend the pa\nnents to provide 

12 scholarships or recniit and employ, directly or by 

13 contract, health professionals to pro\dde health care 

14 sendees. 

15 “(c) Inat^STMENT op Funds. — T he Secretary of the 

16 Treasury shall irrvest srrch arnorrrrts of the LRRF as the 

17 Secretary of Health arrd Hrrrnarr SerHces deterrnirres are 

18 rrot reqrrired to meet crrrrerrt withdrawals from the LRRF. 

19 Srrch irrvestrnerrts may be made orrly irr irrterest bearirrg 

20 obligatiorrs of the Urrited States. For srrch prrrpose, srrch 

21 obligatiorrs may be acqirired orr ordgdrral issrre at the issrre 

22 price, or by prrrchase of orrtstarrdirrg obligatiorrs at the 

23 market price. 
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1 “(d) SiVijE OF Obijgations. — ^A iiy obligation ac- 

2 quired by the LRRF may be sold by the Seeretaiy of the 

3 Treasury at the market price. 

4 “SEC. 112. RECRUITMENT ACTIVITIES. 

5 “(a) Reimbursement for Traitil. — The See- 

6 retaiy, acting through the Service, may reimbrrrse health 

7 professiorrals seekirrg positiorrs with Irrdiarr Health Pro- 

8 grams or Urbarr Irrdiarr Orgarrizatiorrs, irrchidirrg irrdivid- 

9 rials eonsidering entering into a contract under section 

10 110 and their spouses, for actual and reasonable exjrenses 

1 1 ineiirred in traveling to and from their places of residence 

12 to an area in which they may be assigned for the purpose 

13 of evaluating such area with respect to such assignment. 

14 “(b) Recruitment Personnel. — T he Secretary, 

15 aeting throiigh the Seiwice, shall assign one indhidiial in 

16 each Area Office to be responsible on a fiill-time basis for 

17 reeriiitment activities. 

18 “SEC. 113. INDIAN RECRUITMENT AND RETENTION PRO- 

19 GRAM. 

20 “(a) In GENBRiVij. — The Secretary, aeting throiigh 

21 the Service, shall fiiiid, on a competitive basis, innovative 

22 dernonstration projects for a period not to exceed 3 years 

23 to enable Tribal Health Programs and Urban Indian Or- 

24 ganizations to recruit, place, and retain health profes- 

25 sionals to meet their staffing needs. 
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1 “(b) Eligible Entities; Ai^plication. — ^Aiiy Trib- 

2 al Health Program or Urban Indian Organization may 

3 submit an application for funding of a project pursuant 

4 to this section. 

5 “SEC. 114. ADVANCED TRAINING AND RESEARCH. 

6 “(a) Demonstration Progilui. — The Secretary, 

7 acting through the Sendee, shall establish a demonstration 

8 project to enable health professionals who have worked in 

9 an Indian Health Program or Urban Indian Organization 

10 for a substantial period of time to pursue advanced train- 

1 1 ing or research areas of study for which the Secretary de- 

12 terniines a need exists. 

13 “(b) Seritce Obijgation. — ^An indhddual who par- 

14 ticipates in a program under subsection (a), where the 

15 educational costs are borne by the Sendee, shall incur an 

16 obligation to seive in an Indian Health Program or Urban 

17 Indian Organization for a period of obligated sendee equal 

18 to at least the period of time during which the individual 

19 participates in such program. In the event that the indi- 

20 \ddual fails to complete such obligated sendee, the individ- 

21 ual shall be liable to the United States for the period of 

22 sendee remaining. In such event, mtli respect to indhdd- 

23 uals entering the program after the date of enactment of 

24 the Indian Health Care Improvement Act Amendments of 

25 2005, the United States shall be entitled to recover from 
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1 such iiidhidnal an amount to be determined in aecordance 

2 'ttitli the fominla specified in subsection ( 1 ) of section 110 

3 in the manner provided for in such subsection. 

4 “(e) Equaij Opportunity for PiURTiciPATiox. — 

5 Healtli professionals from Tribal Health Programs and 

6 Urban Indian Organizations shall be given an equal oppor- 

7 tmiity to participate in the program under subsection (a). 

8 “SEC. 115. QUENTIN N. BURDICK AMERICAN INDIANS INTO 

9 NURSING PROGRAM. 

10 “(a) GiiiiXTS Authorized. — For the purpose of in- 

1 1 creasing the imniber of nurses, nurse midwives, and nurse 

12 practitioners who deliver health care sendees to Indians, 

13 the Secretary, aetirrg throiigh the Service, shall pro\dde 

14 grarrts to the followirrg: 

15 “(1) Prrblic or private schools of mrrsirrg. 

16 “(2) Tribal colleges or rrrriversities. 

17 “(3) Nurse rnid'wdfe progTarns arrd advarrced 

18 practice rnrrse programs that are proHded by arry 

19 tribal college or rrrriversity accredited mrrsirrg pro- 

20 grarn, or irr the abserree of srrch, arry other prrblic or 

21 private irrstitrrtiorrs. 

22 “(b) Use of Gipaxts. — Grarrts provided rrrrder srrb- 

23 seetiorr (a) may be used for orre or more of the followirrg: 
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1 “(1) To recruit individuals for programs which 

2 train indhiduals to be nurses, nurse midvives, or 

3 advanced practice nurses. 

4 “(2) To provide scholarships to Indians enrolled 

5 in such programs that may pay the tuition charged 

6 for such program and other ex|)enses incurred in 

7 eonneetion vith such program, including books, fees, 

8 room and board, and stipends for Ihing expenses. 

9 “(3) To provide a program that encourages 

10 nurses, nurse midvives, and advanced practice 

1 1 nurses to provide, or continue to pimide, health care 

12 sendees to Indians. 

13 “(4) To pro\dde a program that increases the 

14 skills of, and pro\ddes continuing education to, 

15 nurses, nurse midvdves, and advanced practice 

16 nurses. 

17 “(5) To provide any program that is designed 

18 to achieve the purpose described in subsection (a). 

19 “(c) Ai^pIjICATIONS. — Each application for funding 

20 under subsection (a) shall include such information as the 

21 Secretary may require to establish the connection between 

22 the prograni of the applicant and a health care facility 

23 that primarily seiwes Indians. 
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1 “(d) PkEFEKBNCES FOK GliiVNT Kecipients. — In 

2 proGding grants under subsection (a), the Secretary shall 

3 extend a preference to the following: 

4 “(1) Programs that provide a preference to In- 

5 dians. 

6 “(2) Programs that train nurse midwives or ad- 

7 vaneed practice nurses. 

8 “(3) Programs that are interdisciplinary. 

9 “(4) Programs that are conducted in eoopera- 

10 tion with a program for gifted and talented Indian 

1 1 students. 

12 “(e) Quentin N. Bukdick Prouiuui Giu\nt. — The 

13 Secretary shall provide one of the grants authorized under 

14 subsection (a) to establish and maintain a program at the 

15 University of North Dakota to be known as the ‘Quentin 

16 N. Burdick American Indians Into Nursing Program’. 

17 Such program shall, to the maximum extent feasible, co- 

18 ordinate with the Quentin N. Burdick Indian Health Pro- 

19 grams established under section 117(b) and the Quentin 

20 N. Burdick American Indians Into Psyehologj" Program 

21 established under section 105(b). 

22 “(f) Acti\t] Duty Sek\tce Obligation. — The ac- 

23 five duty sendee obligation prescribed under section 338C 

24 of the Public Health Sendee Act (42 U.S.C. 254ni) shall 

25 be met by each individual wiio receives training or assist- 
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1 ance described in paragraph (1) or (2) of subsection (b) 

2 that is funded bj" a grant provided under subsection (a). 

3 Such obligation shall be met by sendee — 

4 “(1) in the Sendee; 

5 “(2) in a program of an Indian Tribe or Tribal 

6 Organization conducted under the Indian Self-Deter- 

7 mination and Education Assistance Act (inelnding 

8 programs under agreements with the Bureau of In- 

9 diaii Affairs); 

10 “(3) in a program assisted under title V of this 

11 Act; or 

12 “(4) in the private practice of nursing if, as de- 

13 terniined by the Secretary, in accordance vdth guide- 

14 lines promulgated by the Secretary, such practice is 

15 situated in a physician or other health shortage area 

16 and addresses the health care needs of a substantial 

17 number of Indians. 

18 “SEC. 116. TRIBAL CULTURAL ORIENTATION. 

19 “(a) CuLTURiUj Education of Employees. — The 

20 Secretary, acting through the Seiidee, shall require that 

21 appropriate employees of the Service who serve Irrdiarr 

22 Tribes irr each Seridee Area receive edrrcatiorral irrstrrrctiorr 

23 irr the history arrd eultrrre of srreh Irrdiarr Tribes arrd their 

24 relatiorrship to the Service. 
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1 “(b) Pkogkam. — 111 camdiig out subsection (a), the 

2 Secretary shall establish a program which shall, to the ex- 

3 tent feasible — 

4 “(1) be developed in consultation with the af- 

5 fected Indian Tribes, Tribal Organizations, and 

6 Urban Indian Organizations; 

7 “(2) be carried out through tribal colleges or 

8 nniversities; 

9 “(3) include instnietion in Ainerican Indian 

10 studies; and 

11 “(4) describe the use and place of Traditional 

12 Health Care Practices of the Indian Tribes in the 

13 Sendee Ai-ea. 

14 “SEC. 117. INMED PROGRAM. 

15 “(a) Gr^ints Authorized. — The Secretary, acting 

16 through the Sendee, is authorized to proidde grants to col- 

17 leges and nniversities for the purpose of maintaining and 

18 exjranding the Indian health careers reernitment program 

19 knovii as the ‘Indians Into Medicine Program’ (herein- 

20 after in this section referred to as ‘INMED’) as a means 

21 of encouraging Indians to enter the health professions. 

22 “(b) Quentin N. Burdick Giuint. — The Secretary 

23 shall procdde orre of the grarrts airthorized rrrrder sub- 

24 sectiorr (a) to rnairrtairr the INMED program at the Urri- 

25 versity of North Dakota, to be krromr as the ‘Qrrerrtirr N. 
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1 Burdick Indian Health Progi'ams’, unless the Secretary 

2 makes a determination, based upon program reviews, that 

3 the program is not meeting the purposes of this section. 

4 Such program shall, to the maximum extent feasible, co- 

5 ordinate with the Quentin N. Burdick American Indians 

6 Into Psychology" Program established under section 105 (b) 

7 and the Quentin N. Burdick American Indians Into Nurs- 

8 ing Program established under section 115. 

9 “(c) PEGUijiVTioxs. — The Secretary, prrrsrrarrt to this 

10 Act, shall develop regirlatiorrs to goverrr grarrts prrrsrrarrt 

1 1 to this sectiorr. 

12 “(d) Requirements. — ^Applicarrts for grarrts pro- 

13 \ided irrrder this sectiorr shall agree to provide a program 

14 which — 

15 “(1) provides orrtreach arrd recr^ritrnerrt for 

16 health professiorrs to Irrdiarr cornrnurrities irrcludirrg 

17 elernerrtary arrd secorrdary schools arrd cornrnirrrity 

18 colleges located orr reservatiorrs which will be served 

19 by the progTarn; 

20 “(2) irrcorporates a program advisory board 

21 comprised of represerrtatives from the Irrdiarr Tribes 

22 arrd Irrdiarr cornrnurrities which vill be served by the 

23 program; 

24 “(3) provides srrrnrner preparatory programs for 

25 Irrdiarr studerrts who rreed errrichrnerrt irr the subjects 
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1 of math and science in order to pursue training in 

2 the healtli professions; 

3 “(4) provides tutoring, counseling, and support 

4 to students who are enrolled in a health career pro- 

5 gram of study at the respective college or university; 

6 and 

7 “(5) to the maximum extent feasible, employs 

8 qualified Indians in the progTani. 

9 “SEC. 118. HEALTH TRAINING PROGRAMS OF COMMUNITY 

10 COLLEGES. 

1 1 “(a) GR/VXTS To ESTiVBLISII PliOGKiiMS. — 

12 “(1) In GENERitij. — The Secretary, acting 

13 through the Sei'^ice, shall award grants to accredited 

14 and accessible community colleges for the purpose of 

15 assisting such community colleges in the establish- 

16 merit of programs which provide education in a 

17 health profession leading to a degree or diploma in 

18 a health profession for indhidiials who desire to 

19 practice such profession on or near a reserwation or 

20 in an Indian Health Program. 

21 “(2) Amount of grants. — The arnount of any 

22 grant awarded to a community college under para- 

23 graph (1) for the first year in which such a grant 

24 is provided to the conimmiity college shall not exceed 

25 $1()0,()()(). 
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1 “(b) GRiVNTS FOK iLviNTEXAXCB AXD ReCRUIT- 

2 IXG. — 

3 “(1) Ix GEXERi\ij. — Tlie Secretary, aetiiig 

4 tlirongli the Sei'^iee, shall award grants to accredited 

5 and accessible coniniunity colleges that have estab- 

6 lished a progTani described in subsection (a)(1) for 

7 the purpose of niaintaining the program and recnrit- 

8 ing students for the progTani. 

9 “(2) Requikemexts. — Grants may only be 

10 made nnder this section to a commnnity college 

1 1 which — 

12 “(A) is accredited; 

13 “(B) has a relationship vitli a hospital fa- 

14 cility, Seiiice facility, or hospital that conld 

15 proiide training of nurses or health profes- 

16 sionals; 

17 “(C) has entered into an agreement with 

18 an accredited college or miiversity medical 

19 school, the terms of which — 

20 “(i) proiide a progTani that enhances 

21 the transition and recniitment of students 

22 into advanced baccalaureate or graduate 

23 programs which train health professionals; 

24 and 
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1 “(ii) stipulate certifications necessary 

2 to approve internsliip anti field plaeenient 

3 opportunities at Indian Health Programs; 

4 “(D) has a qualified staff which has the 

5 appropriate certifications; 

6 “(E) is capable of obtaining State or re- 

7 gional accreditation of the program described in 

8 subsection (a)(1); and 

9 “(F) agrees to provide for Indian pref- 

10 erence for applicants for progTams under this 

1 1 section. 

12 “(c) TECHNiCiii. Assisiwnce. — T he Secretary shall 

13 erreorrrage eornrnrrrrity colleges described irr srrbsectiorr 

14 (b)(2) to establish arrd rnairrtairr programs described irr 

15 srrbsectiorr (a)(1) by — 

16 “(1) errterirrg irrto agreernerrts with srrelr eol- 

17 leges for the prmisiorr of qrralifred persorrrrel of the 

18 SerHce to teach corrrses of strrdy irr srrelr programs; 

19 arrd 

20 “(2) prmidirrg teelrrrical assistarree arrd srrpport 

21 to srrelr colleges. 

22 “(d) AirViVNCED TiiiVining. — 

23 “(1) Kequiked. — ^A rry program recehirrg as- 

24 sistarrce rrrrder this sectiorr that is corrdrrcted with re- 

25 spect to a health professiorr shall also offer corrrses 
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1 of study wliieli provide advanced training for any 

2 liealtli professional who — 

3 “(A) has already received a degree or di- 

4 plonia in such health profession; and 

5 “(B) pimides clinical sendees on or near a 

6 reseiwation or for an Indian Health Program. 

7 “(2) i'LVY BE OFFERED AT AI/TEKNATE SITE. 

8 Such courses of study may be offered in coiijunction 

9 vdth the college or university vdtli which the coniniu- 

10 nity college has entered into the agreement required 

11 under subsection (b)(2)(C). 

12 “(e) Funding Priority. — ^Where the requirements 

13 of subsection (b) are met, funding priority shall be pro- 

14 \dded to tribal colleges and universities in Sendee Areas 

15 where they exist. 

16 “SEC. 119. RETENTION BONUS. 

17 “(a) Bonus Authorized. — The Secretary may pay 

18 a retention bonus to any health professional employed by, 

19 or assigned to, and sendng in, an Indian Health ProgTam 

20 or Urban Indian Organization either as a chdlian employee 

21 or as a commissioned officer in the Regular or Resent 

22 Corps of the Public Health Sendee who — 

23 “(1) is assigned to, and seiidng in, a position 

24 for which reenritment or retention of personnel is 

25 difficult; 
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1 “(2) the Secretary determines is needed by In- 

2 diaii Health Programs and Urban Indian Organiza- 

3 tions; 

4 “(3) has— 

5 “(A) completed 3 years of employment 

6 with an Indian Health Program or Urban In- 

7 diaii Organization; or 

8 “(B) completed any sendee obligations in- 

9 eurred as a requirement of — 

10 “(i) any Federal scholarship program; 

11 or 

12 “(ii) any Federal education loan re- 

13 payment program; and 

14 “(4) enters into an agreement with an Indian 

15 Health Program or Urban Indian Organization for 

16 continued employment for a period of not less than 

17 1 y^ear. 

18 “(b) Rates. — The Secretary may" establish rates for 

19 the retention bonus which shall pro\dde for a higher an- 

20 nual rate for multiyear agreements than for single y^ar 

21 agreements referred to in subsection (a)(4), but in no 

22 event shall the annual rate be more than $25,000 per 

23 annum. 

24 “(c) Default op Retention Agreement. — ^Any- 

25 health professional failing to complete the agreed upon 
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1 term of sendee, except where such failure is tlirougdi no 

2 fault of the individual, shall be obligated to refund to the 

3 Government the full amount of the retention bonus for the 

4 period covered by the agreement, plus interest as deter- 

5 mined by the Secretary in accordance vdth section 

6 ll()(i)(2)(B). 

7 “(d) Other Retention Bonus. — The Secretary 

8 may pay a reterrtiorr bornrs to arry health professiorral ern- 

9 ployed by a Tribal Health Program if srrch health profes- 

10 siorral is serHrrg hr a positiorr which the Secretary deter- 

1 1 rnirres is — 

12 “(1) a positiorr for which reerrritrnerrt or reterr- 

13 tiorr is difficult; arrd 

14 “(2) rrecessary for proHdirrg health care services 

15 to Irrdiarrs. 

16 “SEC. 120. NURSING RESIDENCY PROGRAM. 

17 “(a) Establishment op Pkogr/UI. — The See- 

18 retary, acting through the Service, shall establish a pro- 

19 grarn to errable Irrdiarrs who are licerrsed practical rrirrses, 

20 licerrsed voeatiorral rrirrses, and registered nurses who are 

21 working in an Indian Health Program or Urban Indian 

22 Organization, and have done so for a period of not less 

23 than 1 year, to pursue advanced training. Siieli program 

24 shall include a eombination of education and work study 

25 in an Indian Health Program or Urban Indian Orgariiza- 
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1 tioii leading to an associate or bachelor’s degree (in the 

2 case of a licensed practical nurse or licensed vocational 

3 nnrse), a bachelor’s degree (in the case of a registered 

4 nnrse), or advanced degrees or certifications in nnrsing 

5 and public health. 

6 “(b) SEK\nCE Oj^ijgation. — ^A n indhidnal who par- 

7 ticipates in a program nnder subsection (a), where the 

8 educational costs are paid by the Sendee, shall incur an 

9 obligation to seive in an Indian Health ProgTam or Urban 

10 Indian Organization for a period of obligated sendee equal 

1 1 to the amount of time during which the indhddual partici- 

12 pates in such progTani. In the event that the indhddual 

13 fails to complete such obligated sendee, the United States 

14 shall be entitled to recover from such indhddual an amount 

15 determined in accordance vdth the formula specified in 

16 subsection ( 1 ) of section 110 in the manner proHded for 

17 in such subsection. 

18 “SEC. 121. COMMUNITY HEALTH AIDE PROGRAM FOR ALAS- 

19 KA. 

20 “(a) Geneilvij Purposes op PROORAii. — Under the 

21 authority of the Act of November 2, 1921 (25 U.S.C. 13) 

22 (commonly known as the ‘Snyder Act’), the Secretary, aet- 

23 ing through the Service, shall develop arrd operate a Corn- 

24 rnrrrrity Health Aide ProgTam irr Alaska rrrrder which the 

25 SerHee — 
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1 “(1) provides for the training of Alaska Natives 

2 as health aides or eonimnnity health praetitioners; 

3 “(2) uses sneh aides or praetitioners in the pro- 

4 \ision of health care, health promotion, and disease 

5 prevention sendees to Alaska Natives living in \dl- 

6 lages in niral Alaska; and 

7 “(3) provides for the establishment of tele- 

8 conferencing capacity in health clinics located in or 

9 near snch \dllages for nse by eonimnnity health aides 

10 or eonimnnity health practitioners. 

11 “(b) Specific Pkogr/vm Requikements. — T he Sec- 

12 retaiy, acting through the Connnnnity Health Aide Pro- 

13 gram of the Sendee, shall — 

14 “(1) using trainers accredited by the ProgTam, 

15 proidde a high standard of training to eonimnnity 

16 health aides and eonimnnity health practitioners to 

17 ensure that snch aides and practitioners pimdde 

18 quality health care, health promotion, and disease 

19 prevention sendees to the villages served by the Pro- 

20 gTani; 

21 “(2) in order to proidde snch training, develop 

22 a cnrricnhnn that — 

23 “(A) combines edneation in the theory of 

24 


25 


health care with sirperidsed practical exiierderrce 
irr the provisiorr of health care; 
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1 “(B) provides iiistnictioii and practical ex- 

2 perieiice in the provision of acute care, enier- 

3 gency care, health promotion, disease preven- 

4 tion, and the efficient and effective nianage- 

5 nient of clinic pharmacies, supplies, equipment, 

6 and facilities; and 

7 “(C) promotes the achievement of the 

8 health status objectives specified in section 

9 3(2); 

10 “(3) establish and maintain a Commnnity 

11 Health Aide Certification Board to certify as coni- 

12 ninnity health aides or comnmnity health practition- 

13 ers individuals who have successfully completed the 

14 training described in paragraph (1) or can deni- 

15 onstrate equivalent experience; 

16 “(4) develop and maintain a system which iden- 

17 tifies the needs of conimnnity health aides and coni- 

18 ninnity health practitioners for continning education 

19 in the proHsion of health care, inclnding the areas 

20 described in paragraph (2)(B), and develop pro- 

21 grams that meet the needs for such continning edn- 

22 cation; 

23 “(5) develop and maintain a system that pro- 

24 \ides close supervision of commnnity health aides 

25 and commmiity health practitioners; and 
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1 “(6) develop a system under which the work of 

2 eommuiiity health aides and eonimnnity health prae- 

3 titioners is reviewed and evaluated to assure the pro- 

4 \ision of quality health care, health promotion, and 

5 disease prevention sendees. 

6 “(e) NATiONiVij Community Heai/iti Aide Pro- 

7 GRAM. — 

8 “(1) In geneiu\Ij. — The Secretaiy, acting 

9 through the Sendee, is authorized to establish a na- 

10 tional Community Health Aide Program in aecord- 

11 ance with subsection (a), except as pro\dded in para- 

12 graphs (2) and (3), Adthout reducing funds for the 

13 Community Health Aide Program for Alaska. 

14 “(2) Limited certification. — Except for any 

15 dental health aide in the State of Alaska, the See- 

16 retaiy, acting through the Community Health Aide 

17 Program of the Sendee, shall ensure that, for a pe- 

18 riod of 4 years, dental health aides are certified only 

19 to provide sendees relating to — 

20 “(A) early childhood dental disease preven- 

21 tion and reversible dental procedures; and 

22 “(B) the development of local capacity to 

23 proedde those dental sendees. 

24 “(3) Re\tewc— 
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“(A) In GENEKiUj. — During the 4-year pe- 
riod described in paragraph (2), the Seeretary, 
acting through the Community Health Aide 
Program of the Sendee, shall conduct a renew 
of the dental health aide program in the State 
of Alaska to determine the ability of the pro- 
gram to address the dental care needs of Native 
Alaskans, the quality of care pronded (includ- 
ing any training, improvement, or additional 
oversight needed), and whether the program is 
appropriate and necessary to cany out in any 
other Indian community. 

“(B) Report. — ^After conducting the re- 
new under subparagraph (A), the Secretary 
shall submit to the Committee on Indian Af- 
fairs of the Senate and the Committee on Re- 
sources of the House of Representatives a re- 
port describing any finding of the Secretary 
rrrrder the renew. 

“(C) Future authorization op cer- 
tifications. — Before authorizing any dental 
procedure not described in paragraph (2) (A), 
the Secretary shall corrsrrlt with Irrdiarr tribes. 
Tribal Orgarrizatiorrs, Urbarr Irrdiarr Orgarriza- 
tiorrs, arrd other irrterested parties to errsrrre 
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1 that the safety and quality of care of the Com- 

2 ninnity Health Aide Program are adequate and 

3 appropriate. 

4 “SEC. 122. TRIBAL HEALTH PROGRAM ADMINISTRATION. 

5 “The Seeretaiy, acting through the Sendee, shall, by 

6 contract or othenvise, proidde training for Indians in the 

7 administration and planning of Tribal Health ProgTams. 

8 “SEC. 123. HEALTH PROFESSIONAL CHRONIC SHORTAGE 

9 DEMONSTRATION PROGRAMS. 

10 “(a) DEMONSTKitTION PrOGILUIS AUTHORIZED. 

1 1 The Secretary, acting through the Sendee, may fund deni- 

12 onstration programs for Tribal Health Programs to ad- 

13 dress the chronie shortages of health professionals. 

14 “(b) Purposes of Progiluis. — The purposes of 

15 demonstration programs funded under subsection (a) shall 

16 be — 

17 “(1) to provide direct clinical and practical ex- 

18 perience at a Service Urrit to health professiorr strr- 

19 derrts arrd residerrts from medical schools; 

20 “(2) to improve the qrrality of health care for 

21 Irrdiarrs by assurirrg access to qualified health care 

22 professiorrals; arrd 

23 “(3) to proidde aeadernie arrd scholarly opportir- 

24 rrities for health professiorrals serHrrg Irrdiarrs by 
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1 ideiitiMng all academic and scholarly resources of 

2 the region. 

3 “(e) Advisory Board. — The demonstration pro- 

4 grams established pursuant to subsection (a) shall ineor- 

5 porate a program advisory board composed of representa- 

6 fives from the Indian Tribes and Indian eonimnnities in 

7 the area which will be served by the program. 

8 “SEC. 124. NATIONAL HEALTH SERVICE CORPS. 

9 “(a) No Keductiox in SEimCES. — The Secretary 

10 shall rrot — 

11 “(1) remove a member of the Natiorral Health 

12 Service Corps from arr Irrdiarr Health Program or 

13 Urbarr Irrdiarr Orgarrizatiorr; or 

14 “(2) withdraw firrrdirrg used to srrpport sirclr 

15 member, rrrrless the Secretary, actirrg throirgh the 

16 Service, Irrdiarr Tribes, or Tribal Orgarrizatiorrs, has 

17 errsnred that the Irrdiarrs receivirrg services from 

18 srrch member will exjrerierrce rro redrrctiorr irr serv- 

19 ices. 

20 “(b) Exemption From Limitations. — National 

21 Health Service Corps scholars qnalifwrrg for the Cornrnis- 

22 siorred Corps irr the Urrited States Public Health Service 

23 shall be exempt from the full-time eqrrivalerrt lirnitatiorrs 

24 of the Natiorral Health SerHce Corps arrd the Service 
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1 when sening as a commissioned coips officer in a Tribal 

2 Health Program or an Urban Indian Organization. 

3 “SEC. 125. SUBSTANCE ABUSE COUNSELOR EDUCATIONAL 

4 CURRICULA DEMONSTRATION PROGRAMS. 

5 “(a) OiutNTS AXD CoxTK/iCTS. — The Secretary, aet- 

6 ing throngh the Seiiiee, may enter into contraets with, 

7 or make grants to, accredited tribal colleges and miiver- 

8 sities and eligible accredited and accessible commnnity eol- 

9 leges to establish demonstration programs to develop edn- 

10 eational enrrienla for snbstanee abuse comiseling. 

11 “(b) Use of Funds. — F unds provided mider this 

12 section shall be used only for developing and pimiding 

13 edncational enrrienlnm for substance abuse eonnseling (in- 

14 chiding paling salaries for instractors) . Snch enrrienla 

15 may be proiided throngh satellite canipns programs. 

16 “(e) Time Period of Assistance; Renewtvij. — 

17 contract entered into or a grant proiided mider this sec- 

18 tiori shall be for a period of 1 year. Snch contract or grant 

19 may be reneived for an additional 1-year period upon the 

20 approval of the Secretaiy. 

21 “(d) Ckiteklv for Reitew and Ai^PROViUj of Ai^- 

22 WJCATioxs. — Not later than 180 days after the date of 

23 enaetment of the Indian Health Care Improvement Act 

24 Amendments of 2005, the Secretaiy, after consultation 

25 with Indian Tribes and administrators of tribal colleges 
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1 and universities and eligible aeeredited and accessible eoni- 

2 ninnity colleges, shall develop and issue criteria for the 

3 review and approval of applications for funding (including 

4 applications for renewals of funding) under this section. 

5 Such criteria shall ensure that demonstration programs 

6 established under this section promote the development of 

7 the capacity of such entities to educate substance abuse 

8 counselors. 

9 “(e) Assistance. — The Secretary shall provide such 

10 technical and other assistance as may be necessary to en- 

1 1 able grant recipients to comply vith the procisions of this 

12 section. 

13 “(f) Repokt. — Each fiscal year, the Secretary shall 

14 submit to the President, for inclusion in the report which 

15 is required to be submitted under section 801 for that fis- 

16 cal year, a report on the findings and conclusions derived 

17 from the demonstration programs conducted under this 

18 section during that fiscal year. 

19 “(g) Definition. — For the purposes of this section, 

20 the term ‘educational curriculum’ means 1 or more of the 

21 following: 

22 “(1) Classroom education. 

23 “(2) Clinical work experience. 

24 “(3) Continuing education workshops. 
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1 “SEC. 126. BEHAVIORAL HEALTH TRAINING AND COMMU- 

2 NITY EDUCATION PROGRAMS. 

3 “(a) Study; List. — The Seeretaiy, acting tlirongii 

4 the Seniee, and the Seeretaiy of the Interior, in consnlta- 

5 tion with Indian Tribes and Tribal Organizations, shall 

6 conduct a study and compile a list of the t\y)es of staff 

7 positions specified in subsection (b) whose qualifications 

8 inelnde, or should inelnde, training in the identification, 

9 prevention, education, referral, or treatment of mental ill- 

10 ness, or dysfimetional and self destructive behavior. 

11 “(b) Positions. — The positions referred to in snb- 

12 section (a) are — 

13 “(1) staff positions within the Bureau of Indian 

14 Affairs, inelnding existing positions, in the fields 

15 of— 

16 “(A) elementaiy and secondary education; 

17 “(B) social seiwices and family and child 

18 welfare; 

19 “(C) law" enforcement and judicial services; 

20 and 

21 “(D) alcohol and substance abuse; 

22 “(2) staff positions within the Seniee; and 

23 “(3) staff positions similar to those identified in 

24 paragraphs (1) and (2) established and maintained 

25 by Indian Tribes, Tribal Organizations (without re- 
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1 gard to the funding’ source), and Urban Indian Or- 

2 ganizations. 

3 “(e) TltAINING CKITEKIiV. — 

4 “(1) In GENEitzUj. — Tlie appropriate Secretary 

5 shall provide training criteria appropriate to each 

6 Uqre of position identified in subsection (b)(1) and 

7 (b)(2) and ensure that appropriate training has 

8 been, or shall be provided to any indhidnal in any 

9 such position. With respect to any such individual in 

10 a position identified pursuant to subsection (b)(3), 

11 the respective Secretaries shall provide appropriate 

12 training to, or provide funds to, an Indian Tribe, 

13 Tribal Organization, or Urban Indian Organization 

14 for training of appropriate indhidnals. In the case of 

15 positions funded under a contract or compact under 

16 the Indian Self-Determination and Education Assist- 

17 ance Act (25 U.S.C. 450 et seq.), the appropriate 

18 Secretary shall ensure that such training costs are 

19 included in the contract or eompaet, as the See- 

20 retaiy determines necessary. 

21 “(2) Position specific h^r at ning ckitekea. — 

22 Position specific training criteria shall be culturally 

23 relevant to Indians and Indian Tribes and shall en- 

24 sure that appropriate information regarding Tradi- 

25 tional Health Care Practices is proHded. 
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1 “(d) Community Education on Menttu^ Ilu- 

2 NESS. — The Sendee shall develop and implement, on re- 

3 quest of an Indian Tribe, Tribal Organization, or Urban 

4 Indian Organization, or assist the Indian Tribe, Tribal Or- 

5 ganization, or Urban Indian Organization to develop and 

6 implement, a program of eommnnity edneation on mental 

7 illness. In carr\dng ont this subsection, the Sendee shall, 

8 upon request of an Indian Tribe, Tribal Organization, or 

9 Urban Indian Organization, pimdde technical assistance 

10 to the Indian Tribe, Tribal Organization, or Urban Indian 

1 1 Organization to obtain and develop eommnnity edu- 

12 eational materials on the identification, prevention, refer- 

13 ral, and treatment of mental illness and dysfunctional and 

14 self-destnietive beha\dor. 

15 “(e) PijiVN. — Not later than 90 days after the date 

16 of enactment of the Indian Health Care Improvement Act 

17 Amendments of 2005, the Secretary shall develop a plan 

18 under which the SeiTdce vdll increase the health care staff 

19 pro\dding beha\doral health services by at least 500 posi- 

20 tiorrs withirr 5 years after the date of erraetmerrt of this 

21 sectiorr, with at least 200 of srrch positiorrs devoted to 

22 child, adolescerrt, arrd family serHces. The plarr developed 

23 rrrrder this srrbseetiorr shall be irnplernerrted rrrrder the Act 

24 of November 2, 1921 (25 U.S.C. 13) (cornrnorrly krrovir 

25 as the ‘Srryder Act’). 
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1 “SEC. 127. AUTHORIZATION OF APPROPRIATIONS. 

2 “Tliere are authorized to be appropriated such sums 

3 as may be necessary for each fiscal year through fiscal 

4 year 2015 to carry out this title. 

5 “TITLE II— HEALTH SERVICES 

6 “SEC. 201. INDIAN HEALTH CARE IMPROVE MEN T FUND. 

7 “(a) Use OF Funds. — The Secretary, aetirrg throrrgh 

8 the Sendee, is arrthorized to exjierrd firrrds, directly or 

9 rrrrder the arrthority of the Irrdiarr Self-Determirratiorr arrd 

10 Edrrcatiorr Assistarrce Act (25 U.S.C. 450 et seq.), which 

11 are appropriated rrrrder the arrthority of this seetiorr, for 

12 the prrrposes of^ — 

13 “(1) elimirratirrg the defreierreies irr health sta- 

14 firs arrd health resorrrees of all Irrdiarr Tribes; 

15 “(2) elimirratirrg backlogs irr the prmdsiorr of 

16 health care seridces to Irrdiarrs; 

17 “(3) meetirrg the health rreeds of Irrdiarrs irr arr 

18 efficierrt arrd eqrritable marrrrer, irrchrdirrg the use of 

19 telehealth arrd teleriiedieirre wherr appropriate; 

20 “(4) elimirratirrg irreqrrities irr firrrdirrg for both 

21 direct care arrd eorrtract health seridce progTams; 

22 arrd 

23 “(5) arrginerrtirrg the ability of the Ser-^dee to 

24 meet the follo'ndrrg health ser-\dee resporrsibilities with 

25 respect to those Irrdiarr Tribes with the highest levels 
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of health status defieieiieies and resource defi- 
ciencies: 

“(A) Clinical care, including inpatient care, 
outpatient care (including audiology, clinical 
eye, and \ision care), primary care, secondary 
and tertiary care, and long-term care. 

“(B) Preventive health, including niani- 
mography and other cancer screening in accord- 
ance with section 207. 

“(C) Dental care. 

“(D) Mental health, including community 
mental health sei'\ices, inpatient mental health 
sei'^ices, dormitory mental health sei'^ices, 
therapeutic and residential treatment centers, 
and training of traditional health care practi- 
tioners. 

“(E) Emergency medical sei'^ices. 

“(F) Treatment and control of, and reha- 
bilitative care related to, alcoholism and drag 
abuse (including fetal alcohol s\uidrome) among 
Indians. 

“(G) Accident prevention programs. 

“(H) Home health care. 

“(I) Community health representatives. 

“(J) Maintenance and repair. 
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1 “(K) Traditional Health Care Praetices. 

2 “(b) No Offset ok Limitation. — ^A ny funds appro- 

3 priated under the authority of this section shall not be 

4 used to offset or limit any other appropriations made to 

5 the Sendee under this Act or the Act of November 2, 1921 

6 (25 U.S.C. 13) (commonly known as the ‘Snyder Act’), 

7 or any other proHsion of law. 

8 “(c) AijLOCation; Use. — 

9 “(1) In genekaIj. — Funds appropriated under 

10 the authority of this section shall be allocated to 

11 Sendee Units, Indian Tribes, or Tribal Organiza- 

12 tions. The funds allocated to each Indian Tribe, 

13 Tribal Organization, or Sendee Unit under this 

14 paragraph shall be used by the Indian Tribe, Tribal 

15 Organization, or Sendee Unit under this paragraph 

16 to improve the health status and reduce the resource 

17 deficiency of each Indian Tribe served by such Seiv- 

18 ice Unit, Indian Tribe, or Tribal Organization. 

19 “(2) ApPOKTIONMENT of ^VIjLOCATED 

20 FUNDS. — The apportionment of funds allocated to a 

21 SeiHce Unit, Indian Tribe, or Tribal Organization 

22 under paragraph (1) among the health seiHee re- 

23 sponsibilities described in subsection (a)(5) shall be 

24 determined by the Service irr corrsultatiorr vdth, arrd 
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1 'with the active participation of, the affected Indian 

2 Tribes and Tribal Organizations. 

3 “(d) PRO\^SIONS Reivvting to HEiU/ni Status 

4 AND Resource Depictenctes. — F or the purposes of this 

5 section, the following definitions apply: 

6 “(1) Definition. — T he term ‘health status 

7 and resource deficiency’ means the extent to 

8 which — 

9 “(A) the health status objectives set forth 

10 in section 3(2) are not being achieved; and 

11 “(B) the Indian Tribe or Tribal Organiza- 

12 tion does not have available to it the health re- 

13 sources it needs, taking into aecomit the actual 

14 cost of providing health care sendees given local 

15 geographic, cliniatie, rural, or other eir- 

16 emnstances. 

17 “(2) A\TV[LiVBLE RESOURCES. — The health re- 

18 sources available to an Indian Tribe or Tribal Orga- 

19 nization inelnde health resources procided by the 

20 Sendee as well as health resonrees used by the In- 

21 diaii Tribe or Tribal Organization, inclnding sendees 

22 and financing systems pimdded by any Federal pro- 

23 grams, private insnranee, and programs of State or 

24 local governments. 
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1 “(3) PkO(JESS for review of determina- 

2 TIONS. — The Secretary shall establish procedures 

3 which allow any Indian Tribe or Tribal Organization 

4 to petition the Secretary for a reiiew of any deter- 

5 niination of the extent of the health status and re- 

6 source deficiency of such Indian Tribe or Tribal Or- 

7 ganization. 

8 “(e) Eligibility for Funds. — Tribal Health Pro- 

9 grains shall be eligible for funds appropriated under the 

10 authority of this section on an equal basis vitli programs 

1 1 that are administered directly by the Seiwice. 

12 “(f) Report. — By no later than the date that is 3 

13 years after the date of enactment of the Indian Health 

14 Care Improvement Act Amendments of 2005, the Sec- 

15 retaiy shall submit to Congress the current health status 

16 and resource defieieney report of the Service for each 

17 Seiiice Unit, including newly recognized or acknowledged 

18 Indian Tribes. Such report shall set out — 

19 “(1) the methodology then in use by the SeiHce 

20 for determining Tribal health status and resource 

21 deficiencies, as well as the most recent application of 

22 that methodology; 

23 “(2) the extent of the health status and re- 

24 source deficiency of each Indian Tribe served by the 

25 SeiHce or a Tribal Health Program; 
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1 “(3) the amount of funds necessary to eliminate 

2 the health status and resource deficiencies of all In- 

3 diaii Tribes served by the Service or a Tribal Health 

4 Program; arrd 

5 “(4) arr estimate of^ — 

6 “(A) the amorrrrt of health service frrrrds 

7 appropriated rrrrder the arrthority of this Act, or 

8 arry other Act, irrchrdirrg the amorrrrt of arry 

9 firrrds trarrsferred to the SerHce for the preeed- 

10 irrg fiscal year which is allocated to each SerHce 

11 Urrit, Irrdiarr Tribe, or Tribal Orgarrizatiorr; 

12 “(B) the rrrrmber of Irrdiarrs eligible for 

13 health serHees irr each Service Urrit or Irrdiarr 

14 Tribe or Tribal Orgarrizatiorr; arrd 

15 “(C) the rrrrmber of Irrdiarrs rrsirrg the 

16 SerHce resorrrees made available to each SerHce 

17 Urrit, Irrdiarr Tribe or Tribal Orgarrizatiorr, arrd, 

18 to the exterrt available, irrformatiorr orr the wait- 

19 irrg lists arrd rrrrmber of Irrdiarrs trrrrred away for 

20 serHees drre to lack of resorrrees. 

21 “(g) Inclusion in Base Budget. — Funds appro- 

22 priated under this section for any fiscal year shall be in- 

23 eluded in the base budget of the Service for the prrrpose 

24 of determirrirrg appropriatiorrs rrrrder this sectiorr irr srrbse- 

25 qrrerrt fiscal years. 


•S 1057 IS 



96 


93 

1 “(li) CijiVRiPiCATiON. — Nothing’ in this section is in- 

2 tended to diminish the primary responsibility of the Sen^- 

3 iee to eliminate existing backlogs in nnmet health care 

4 needs, nor are the provisions of this section intended to 

5 discourage the Sendee from undertaking additional efforts 

6 to achieve equity among Indian Tribes and Tribal Organi- 

7 zations. 

8 “(i) Funding Designation. — ^Any funds appro- 

9 priated under the authority of this section shall be des- 

10 ignated as the ‘Indian Health Care Improvement Fund’. 

1 1 “SEC. 202. CATASTROPHIC HEALTH EMERGENCY FUND. 

12 “(a) ESTiVBijisiiMENT. — There is established an In- 

13 diaii Catastrophic Health Emergency Fund (hereafter in 

14 this section referred to as the ‘CHEF’) consisting of — 

15 “(1) the amounts deposited under subsection 

16 (f); and 

17 “(2) the amounts appropriated to CHEF under 

18 this section. 

19 “(b) ADMiNiSTKiVTTON. — CHEF shall be adminis- 

20 tered by the Secretary, acting through the central office 

21 of the Sendee, solely for the purpose of meeting the ex- 

22 traordinary medical costs associated vdth the treatment of 

23 \detims of disasters or catastrophic illnesses who are vdth- 

24 in the responsibility of the Sendee. 
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1 “(a) CoxDiTioxs ox Use op Fuxd. — No part of 

2 CHEF or its administration sliall be subject to contract 

3 or grant under any law, including the Indian Sclf-Detcr- 

4 mination and Education Assistance Act (25 U.S.C. 450 

5 et scq.), nor shall CHEF funds be allocated, apportioned, 

6 or delegated on an Area Office, Sendee Unit, or other 

7 similar basis. 

8 “(d) REGumTiONS. — The Secretary shall, through 

9 the negotiated nrleniaking process under title VHI, pro- 

10 mulgate regnilations consistent with the proHsions of this 

1 1 section to — 

12 “(1) establish a definition of disasters and cata- 

13 strophie illnesses for which the cost of the treatment 

14 proHded under contract would qualify for pawnent 

15 from CHEF; 

16 “(2) proHde that a SeiHee Unit shall not be el- 

17 igible for reimbursement for the cost of treatment 

18 from CHEF until its cost of treating any \dctini of 

19 such catastrophic illness or disaster has reached a 

20 certain threshold cost which the Secretary shall es- 

21 tablish at — 

22 “(A) the 2000 level of $19,000; and 

23 “(B) for arry srrbseqrrerrt year, rrot less 

24 tharr the threshold cost of the preHorrs year irr- 

25 creased by the percerrtage irrerease irr the rriedi- 
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1 cal care exijeiiditnre category of the coiisiinier 

2 price index for all urban consnniers (United 

3 States city average) for the 12 -month period 

4 ending vitli December of the preUons year; 

5 “(3) establish a procedure for the reimbnrse- 

6 merit of the portion of the costs that exceeds such 

7 thr'eshold cost incurred by — 

8 “(A) Sei-^ice Units; or 

9 “(B) whenever othenvise authorized by the 

10 Sei'^ice, non-Ser-^ice facilities or proUders; 

11 “(4) establish a procedure for pawnent from 

12 CHEF in cases in which the exigencies of the riiedi- 

13 cal circumstances warrant treatment prior to the an- 

14 thorization of such treatment by the SeiHce; and 

15 “(5) establish a procedure that will ensure that 

16 no pawnent shall be made from CHEF to any pro- 

17 Hder of treatment to the extent that such provider 

18 is eligible to receive pa\nnerit for the treatment from 

19 any other Federal, State, local, or private source of 

20 reinibnrsement for which the patient is eligible. 

21 “(e) No Offset ok Limitation. — ^Amounts appro- 

22 priated to CHEF under this section shall not be used to 

23 offset or limit appropriations made to the Sendee under 

24 the authority of the Act of November 2, 1921 (25 U.S.C. 
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1 13) (commonly kiioTOi as the ‘Snyder Act’), or any other 

2 law. 

3 “(f) Deposit op Reimbursement Funds. — There 

4 shall be deposited into CHEF all reimbursements to which 

5 the Sendee is entitled from any Federal, State, local, or 

6 private source (including third party insurance) by reason 

7 of treatment rendered to any \dctini of a disaster or cata- 

8 strophic illness the cost of which was paid from CHEF. 

9 “SEC. 203. HEALTH PROMOTION AND DISEASE PREVENTION 

10 SERVICES. 

11 “(a) Findings. — Congress finds that health pro- 

12 motion and disease prevention acthdties — 

13 “(1) improve the health and well-being of Indi- 

14 a ns; and 

15 “(2) reduce the expenses for health care of In- 

16 dians. 

17 “(b) Pro\tsion op Ser\tces. — The Secretary, act- 

18 ing through the Sendee and Tribal Health Programs, shall 

19 pro\dde health promotion and disease prevention seiHces 

20 to Indians to achieve the health status objectives set forth 

21 in section 3(2). 

22 “(c) EViViMJATiON. — The Secretary, after obtaining 

23 input from the affected Tribal Health Programs, shall 

24 submit to the President for inclusion in each report which 
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1 is required to be submitted to Congress under section 801 

2 an evaluation ot^ — 

3 “(1) the health promotion and disease preven- 

4 tion needs of Indians; 

5 “(2) the health promotion and disease preven- 

6 tion acthities which would best meet such needs; 

7 “(3) the internal capacity of the Sereice and 

8 Tribal Health Programs to meet such needs; and 

9 “(4) the resources which would be required to 

10 enable the Sendee and Tribal Health Programs to 

11 undertake the health promotion and disease preven- 

12 tion acthities necessary to meet such needs. 

13 “SEC. 204. DIABETES PREVENTION, TREATMENT, AND CON- 

14 TROL. 

15 “(a) DeTEKMINATIOXS REGiUiDING Dlvbetes. — 

16 The Secretary, actirrg throrrgh the SerHce, arrd irr corr- 

17 sultatiorr vdth Irrdiarr Tribes arrd Tribal Orgarrizatiorrs, 

18 shall deterrnirre — 

19 “(1) by Irrdiarr Tribe arrd by SerHce Urrit, the 

20 irreiderree of, arrd the Hqres of cornplicatiorrs resrrltirrg 

21 from, diabetes arnorrg Irrdiarrs; arrd 

22 “(2) based orr the deterrnirratiorrs made prrrsrr- 

23 arrt to paragraph (1), the measures (irrchrdirrg pa- 

24 tierrt edrreatiorr arrd effective orrgoirrg rnorritorirrg of 

25 disease irrdicators) each SerHce Urrit shorrld take to 
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1 reduce the iiieideiice of, and prevent, treat, and con- 

2 trol the eomplications resulting from, diabetes 

3 among Indian Tribes within that Sendee Unit. 

4 “(b) Dlvbetes Screening. — To the extent niedi- 

5 cally indicated and with informed consent, the Secretary 

6 shall screen each Indian wiio receives sendees from the 

7 Sendee for diabetes and for eonditions wdiieli indicate a 

8 high risk that the individual will become diabetic and, in 

9 consultation with Indian Tribes, Urban Indian Organiza- 

10 tions, and appropriate health care providers, establish a 

11 cost-effective approach to ensure ongoing monitoring of 

12 disease indicators. Such screening and monitoring may be 

13 conducted by a Tribal Health Program and may be con- 

14 ducted through appropriate Internet-based health care 

15 management programs. 

16 “(e) Funding for Devbetes. — The Secretary shall 

17 continue to maintain each model diabetes project in exist- 

18 ence on the date of enactment of the Indian Health 

19 Amendments Care Improvement Act of 2005, any such 

20 other diabetes programs operated by the Service or Tribal 

21 Health Programs, arrd arry additiorral diabetes projects, 

22 srreh as the Medical Varrgirard program proHded for irr 

23 title IV of Prrblie Law" 108-87, as irnplernerrted to serve 

24 Irrdiarr Tribes. Tribal Health Programs shall receive reeur- 

25 rirrg firrrdirrg for the diabetes projects that they operate 
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1 pursuant to this section, both at the date of enactment 

2 of the Indian Healtli Care Improvement Act Amendments 

3 of 2005 and for projects which are added and funded 

4 thereafter. 

5 “(d) FuNDiNXi FOK DfvIjYSIS Progr/Vus. — Tlie Sec- 

6 retaiy is authorized to provide funding through the Seiw- 

7 ice, Indian Tribes, and Tribal Organizations to establish 

8 dialysis programs, including funding to purchase dialysis 

9 equipment and provide necessary staffing. 

10 “(e) Other Duties op the Secreituiy. — The Sec- 

1 1 retaiy shall, to the extent funding is available — 

12 “(1) in each Area Office, consult vdth Indian 

13 Tribes and Tribal Organizations regarding programs 

14 for the prevention, treatment, and control of diabe- 

15 tes; 

16 “(2) establish in each Area Office a registry of 

17 patients with diabetes to track the incidence of dia- 

18 betes and the complications from diabetes in that 

19 area; and 

20 “(3) ensure that data collected in each Area Of- 

21 fice regarding diabetes and related complications 

22 among Indians are disseminated to all other Ai'ea 

23 Offices, subject to applicable patient privacy laws. 
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1 “SEC. 205. SHARED SERVICES FOR LONG-TERM CARE. 

2 “(a) Long-Term Care. — Notwithstanding’ any other 

3 provision of law, the Seeretary, aeting through the Sendee, 

4 is authorized to provide direetly, or enter into eontraets 

5 or compaets under the Indian Self-Determination and 

6 Education Assistance Act (25 U.S.C. 450 et seq.) with 

7 Indian Tribes or Tribal Organizations for, the delivery of 

8 long-term care and similar sei’^iees to Indians. Sneh agree- 

9 merits shall provide for the sharing of staff or other ser-^"- 

10 ices between the Service or a Tribal Health ProgTarn and 

11 a long-term care or other similar facility owned and oper- 

12 ated (direetly or throngh a contract or eompact riiider the 

13 Indian Self-Determination and Edncation Assistance Act 

14 (25 U.S.C. 450 et seq.)) by sneh Indian Tribe or Tribal 

15 Organization. 

16 “(b) Contents of Agreements. — ^An agreement 

17 entered into piirsiiant to subsection (a) — 

18 “(1) may, at the request of the Indian Tribe or 

19 Tribal Organization, delegate to such Indian Tribe 

20 or Tribal Organization sneh powers of siiper-^ision 

21 and control over Sendee employees as the Secretary 

22 deems necessary to carry orrt the prrrposes of this 

23 sectiorr; 

24 “(2) shall pro’^ide that exjrerrses (irrchrdirrg sala- 

25 ries) relatirrg to services that are shared betwverr the 

26 Ser-^ice arrd the Tribal Health Program be allocated 
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1 proportionately between the Sendee and the Indian 

2 Tribe or Tribal Organization; and 

3 “(3) may authorize sneh Indian Tribe or Tribal 

4 Organization to constniet, renovate, or exj^and a 

5 long-term care or other similar facility (inclnding the 

6 constnietion of a facility attached to a Sendee facil- 

7 ity). 

8 “(c) Minimum Requirement. — An y nnrsing facility 

9 pro\dded for nnder this section shall meet the reqnire- 

10 nients for nnrsing facilities nnder section 1919 of the So- 

1 1 cial Security Act. 

12 “(d) Other Assistance. — The Secretary shall pro- 

13 \dde such technical and other assistance as may be nec- 

14 essary to enable applicants to comply Adtli the pro\dsions 

15 of this section. 

16 “(e) Use of Existing or Underused Facili- 

17 TIES. — The Secretary shall encourage the use of existing 

18 facilities that are underused or allow the use of svdng beds 

19 for long-term or similar care. 

20 “SEC. 206. HEALTH SERVICES RESEARCH. 

21 “The Secretary, acting through the Sendee, shall 

22 make funding available for research to further the per- 

23 formance of the health sei'\dce responsibilities of Indian 

24 Health ProgTams. The Secretary shall also, to the niaxi- 

25 mum extent practicable, coordinate departmental research 
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1 resources and aethities to address relevant Indian Health 

2 Program research needs. Tribal Health ProgTams shall be 

3 given an equal opportunity to compete for, and receive, 

4 research funds under this section. This funding may be 

5 used for both clinical and nonclinical research. 

6 “SEC. 207. MAMMOGRAPHY AND OTHER CANCER SCREEN- 

7 ING. 

8 “The Secretary, acting through the SeiHce or Tribal 

9 Health Programs, shall pimide for screening as follows: 

10 “(1) Screening mammogTaphy (as defined in 

11 section ISGlQj) of the Social Security Act) for In- 

12 diaii women at a frequency appropriate to such 

13 women under accepted and appropriate national 

14 standards, and under such terms and conditions as 

15 are consistent vith standards established by the See- 

16 retaiy to ensure the safety and accuracy of screen- 

17 ing mammogTaphy under part B of title XVHI of 

18 such Act. 

19 “(2) Other cancer screening meeting accepted 

20 and appropriate national standards. 

21 “SEC. 208. PATIENT TRAVEL COSTS. 

22 “The Secretary, acting through the Sendee and Trib- 

23 al Health Programs, is authorized to provide funds for the 

24 following patient travel costs, including appropriate and 

25 neeessaiy qualified escorts, associated with recehdng 
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1 health eare sendees provided (either through direet or coii- 

2 traet care or through a contract or compact under the In- 

3 dian Self-Determination and Education Assistance Act 

4 (25 U.S.C. 450 et seq.)) under this Act — 

5 “(1) emergency air transportation and non- 

6 emergency air transportation where ground trans- 

7 portation is infeasible; 

8 “(2) transportation by private vehicle (where no 

9 other means of transportation is available), specially 

10 equipped vehicle, and ambulance; and 

11 “(3) transportation by such other means as 

12 may be available and required when air or motor ve- 

13 hide transportation is not available. 

14 “SEC. 209. EPIDEMIOLOGY CENTERS. 

15 “(a) AdditionaIj Centers. — In addition to those 

16 epidemiology" centers already established as of the date of 

17 enaetment of this Act, and without reducing the funding 

18 levels for such centers, not later than 180 days after the 

19 date of enactment of the Indian Health Care Improvement 

20 Act Amendments of 2005, the Secretary, acting through 

21 the Sendee, shall establish and fund an epidemiology cen- 

22 ter in each Sendee Area which does not yet have one to 

23 carry out the functions described in subsection (b). Any 

24 new centers so established may be operated by Tribal 

25 Health Programs, but such funding shall not be dhdsible. 
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1 “(b) Functions of Centeks. — In consultation with 

2 and upon the request of Indian Tribes, Tribal Organiza- 

3 tions, and Urban Indian Organizations, each Sendee Area 

4 epidemiology" center established under this subsection 

5 shall, 'with respect to such Sendee Area — 

6 “(1) collect data relating to, and monitor 

7 progress made toward meeting, each of the health 

8 status objectives of the Sendee, the Indian Tribes, 

9 Tribal Organizations, and Urban Indian Organiza- 

10 tions in the Sendee Area; 

11 “(2) evaluate existing delivery systems, data 

12 systems, and other systems that impact the improve- 

13 merit of Indian health; 

14 “(3) assist Indian Tribes, Tribal Organizations, 

15 and Urban Indian Organizations in identiAdrig their 

16 highest priority health status objectives and the 

17 sendees needed to achieve such objectives, based on 

18 epidemiological data; 

19 “(4) make recommendations for the targeting 

20 of ser-idces needed by the populations served; 

21 “(5) make recommendations to improve health 

22 care delivery systems for Indians and Urban Indi- 

23 airs; 

24 “(6) provide requested technical assistance to 

25 Indian Tribes, Tribal Organizations, and Urban In- 
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1 diaii Organizations in the development of loeal 

2 health sendee priorities and incidence and prevalence 

3 rates of disease and other illness in the eommnnity; 

4 and 

5 “(7) provide disease suiveillance and assist In- 

6 diaii Tribes, Tribal Organizations, and Urban Indian 

7 Organizations to promote public health. 

8 “(c) Teciinic^vtj Assistance. — The Director of the 

9 Centers for Disease Control and Prevention shall provide 

10 teehnieal assistance to the centers in earndng ont the re- 

1 1 quirements of this subsection. 

12 “(d) Funding for Studies. — The Seeretaiy may 

13 make funding available to Indian Tribes, Tribal Organiza- 

14 tions, and Urban Indian Organizations to eondnct epide- 

15 miologdcal studies of Indian eonimnnities. 

16 “SEC. 210. COMPREHENSIVE SCHOOL HEALTH EDUCATION 

17 PROGRAMS. 

18 “(a) Funding for Deitslopment of Progii/Vms. — 

19 In addition to earning ont any other program for health 

20 promotion or disease prevention, the Seeretaiy, acting 

21 through the Sendee, is authorized to award grants to In- 

22 diaii Tribes, Tribal Organizations, and Urban Indian Or- 

23 ganizations to develop eomprehensive school health edn- 

24 cation programs for children from pre-school through 
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1 grade 12 in schools for the benefit of Indian and Urban 

2 Indian children. 

3 “(b) Use of Funds. — Funding provided under this 

4 section may be used for purposes which may inelnde, bnt 

5 are not limited to, the following: 

6 “(1) Developing and implementing health edn- 

7 cation enrrienla both for regular school programs 

8 and afterschool programs. 

9 “(2) Training teachers in comprehensive school 

10 health edneation enrrienla. 

11 “(3) Integrating school -based, conniimiity- 

12 based, and other public and private health promotion 

13 efforts. 

14 “(4) Enconraging healthy, tobacco-free school 

15 emironments. 

16 “(5) Coordinating school-based health programs 

17 vith existing sendees and programs available in the 

1 8 commnnity. 

19 “(6) Developing school programs on nntrition 

20 edneation, personal health, oral health, and fitness. 

21 “(7) Developing behaworal health wellness pro- 

22 grams. 

23 “(8) Developing chronic disease prevention pro- 

24 grams. 
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1 “(9) Developing substance abuse prevention 

2 programs. 

3 “(10) Developing iiijnry prevention and safety 

4 edneation programs. 

5 “(11) Developing aethities for the prevention 

6 and control of commmiieable diseases. 

7 “(12) Developing commnnity and enwonmental 

8 health edneation progTams that include traditional 

9 health care practitioners. 

10 “(13) Violence prevention. 

11 “(14) Snell other health issues as are appro- 

12 priate. 

13 “(c) TECHNiCiiij AssiSTiiNCE. — Upon request, the 

14 Secretary, acting through the Sendee, shall pimdde tech- 

15 nical assistance to Indian Tribes, Tribal Organizations, 

16 and Urban Indian Organizations in the development of 

17 comprehensive health edneation plans and the dissemina- 

18 tion of comprehensive health edneation materials and in- 

19 formation on existing health programs and resources. 

20 “(d) CltlTEKLi POK Re\UEW AND AlU^ROViVJj OF Al^- 

21 FLiCATioxs. — The Secretary, acting through the Sendee, 

22 and in consultation with Indian Tribes, Tribal Organiza- 

23 tions, and Urban Indian Organizations, shall establish cri- 

24 teria for the renew and approval of applications for fund- 

25 ing pro\dded pursuant to this section. 
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1 “(e) Dext^lopment op PKOGiiiUi FOR BIA Funded 

2 Schools. — 

3 “(1) In geneRiVIj. — Tlie Secretary of the Iiite- 

4 rior, acting tlirongli the Bureau of Indian Affairs 

5 and in cooperation witli the Secretary, acting 

6 through the Sei'^iee, and affected Indian Tribes and 

7 Tribal Organizations, shall develop a eoniprehensive 

8 school health education progTani for children froni 

9 preschool through grade 12 in schools for which snp- 

10 port is provided by the Bureau of Indian Affairs. 

11 “(2) Requirements for progiuvms. — Such 

12 programs shall include — 

13 “(A) school programs on imtrition edn- 

14 cation, personal health, oral health, and fitness; 

15 “(B) beha\ioral health wellness programs; 

16 “(C) chronie disease prevention programs; 

17 “(B) substance abuse prevention pro- 

18 grams; 

19 “(E) iiijnry prevention and safety edn- 

20 cation programs; and 

21 “(F) aethities for the prevention and con- 

22 trol of eommnnicable diseases. 

23 “(3) Duties op the secretary. — The See- 

24 retaiy of the Interior shall — 
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1 “(A) provide training to teachers in eoni- 

2 preliensive school health education enrrienla; 

3 “(B) ensure the integTation and eoordina- 

4 tion of school-based programs with existing 

5 sendees and health programs available in the 

6 eommmiity; and 

7 “(C) enconrage healthy, tobaeco-free school 

8 emdronments. 

9 “SEC. 211. INDIAN YOUTH PROGRAM. 

10 “(a) PitOGRAii Autiiokized. — The Secretary, acting 

1 1 throngh the Seiidce, is anthorized to establish and adniin- 

12 ister a program to pimdde funding to Indian Tribes, Trib- 

13 al Organizations, and Urban Indian Organizations for in- 

14 novative mental and physical disease prevention and 

15 health promotion and treatment programs for Indian and 

16 Urban Indian preadolescent and adolescent youths. 

17 “(b) Use of Funds. — 

18 “(1) ALLOWiVBLE USES. — Fmids made available 

19 mider this section may be used to — 

20 “(A) develop prevention and treatment 

21 programs for Indian youth which promote inen- 

22 tal and physical health and incorporate eultnral 

23 values, commnnity and family involvement, and 

24 traditional health care practitioners; and 
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1 “(B) develop and provide eommniiity traiii- 

2 iiig and education. 

3 “(2) Prohibited use. — F unds made available 

4 under this section may not be used to provide seiT- 

5 ices described in section 7()7(c). 

6 “(e) Duties of the Secretary. — T he Seeretaiy 

7 shall— 

8 “(1) disseminate to Indian Tribes, Tribal Orga- 

9 nizations, and Urban Indian Organizations infornia- 

10 tion regarding models for the delivery of comp rehen- 

11 sive health care sendees to Indian and Urban Indian 

12 adolescents; 

13 “(2) encourage the implementation of such 

14 models; and 

15 “(3) at the request of an Indian Tribe, Tribal 

16 Organization, or Urban Indian Organization, pro\dde 

17 technical assistance in the implementation of such 

18 models. 

19 “(d) CrITERLV for Re\TEW and AlH^ROViVIj OF Ai^- 

20 irjcattons. — The Secretary, in eonsnltation vdth Indian 

21 Tribes, Tribal Organizations, and Urban Indian Organiza- 

22 tions, shall establish criteria for the re\dew and approval 

23 of applications or proposals under this section. 
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1 “SEC. 212. PREVENTION, CONTROL, AND ELIMINATION OF 

2 COMMUNICABLE AND INFECTIOUS DISEASES. 

3 “(a) Funding Autiiokized. — The Seeretaiy, aeting 

4 tlirongli the Sendee, and after eonsnltatioii with Indian 

5 Tribes, Tribal Organizations, Urban Indian Organiza- 

6 tions, and the Centers for Disease Control and Prevention, 

7 may make fmiding available to Indian Tribes, Tribal Or- 

8 ganizations, and Urban Indian Organizations for the fol- 

9 lowing: 

10 “(1) Projects for the prevention, control, and 

11 elimination of eonimnnicable and infections diseases, 

12 inclnding tuberculosis, hepatitis, HIV, respiratory 

13 s\mcitial Hnis, hanta virus, sexually transmitted dis- 

14 eases, and H. Pylori. 

15 “(2) Public information and education pro- 

16 grams for the prevention, control, and elimination of 

17 eonimnnicable and infections diseases. 

18 “(3) Education, training, and clinical skills ini- 

19 provement acthities in the prevention, control, and 

20 elimination of communicable and infections diseases 

21 for health professionals, inclnding allied health pro- 

22 fessionals. 

23 “(4) Demonstration projects for the screening, 

24 treatment, and prevention of hepatitis C Urns 

25 (HCV). 
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1 “(b) Ai^plication Kequikep. — Tlie Secretary may 

2 provide funding under subsection (a) only if an application 

3 or proposal for funding is submitted to the Secretary. 

4 “(e) Coordination With HEiii/m Agencies. — In- 

5 dian Tribes, Tribal Organizations, and Urban Indian Or- 

6 ganizations reeehing fnnding under this section are en- 

7 eonraged to coordinate their activities vitli the Centers for 

8 Disease Control and Prevention and State and local health 

9 agencies. 

10 “(d) Teciinicaij Assistance; Report. — In earrOng 

1 1 ont this section, the Secretary — 

12 “(1) may, at the request of an Indian Tribe, 

13 Tribal Organization, or Urban Indian Organization, 

14 proUde technical assistance; and 

15 “(2) shall prepare and submit a report to Con- 

16 gTess biennially on the rise of fmids mider this sec- 

17 tion and on the progress made toward the preven- 

18 tion, control, and elimination of commmiicable and 

19 infections diseases among Indians and Urban Indi- 

20 ans. 

21 “SEC. 213. AUTHORITY FOR PROVISION OF OTHER SERV- 

22 ICES. 

23 “(a) Funding Authorized. — The Secretary, actirrg 

24 throrrgh the Service, Irrdiarr Tribes, arrd Tribal Orgarriza- 

25 tiorrs, may provide frrrrdirrg rrrrder this Act to meet the ob- 
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1 jectives set forth in section 3 through liealth eare-related 

2 sendees and programs not otliennse described in this Act, 

3 inelnding — 

4 “(1) liospice care; 

5 “(2) assisted Ihing; 

6 “(3) long-term health care; 

7 “(4) home- and eommmiity-based services; and 

8 “(5) public health fnnctions. 

9 “(b) SER\acBS TO Otherwise IneligibijE Per- 

10 SONS. — Subject to section 807, at the discretion of the 

11 Sendee, Indian Tribes, or Tribal Organizations, sendees 

12 pro\dded for hospice care, home- and conimmiity-based 

13 care, assisted Ihdng, and long-term care may be provided 

14 (subject to reimbursement) to persons othen\dse ineligible 

15 for the health care benefits of the Sendee. Any funds re- 

16 ceived under this subsection shall not be used to offset 

17 or limit the funding allocated to the Sendee or an Indian 

18 Tribe or Tribal Organization. 

19 “(c) Definitions. — For the purposes of this section, 

20 the follovdiig definitions shall apply: 

21 “(1) The term ‘home- and conimnnity-based 

22 sendees’ means 1 or more of the follovdiig: 

23 “(A) HomemakerAiome health aide seiv- 

24 ices. 

25 “(B) Chore sendees. 
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1 “(C) Personal eare sendees. 

2 “(D) Nursing care sendees pronded ont- 

3 side of a nnrsing facility by, or under the snper- 

4 \dsion of, a registered nurse. 

5 “(E) Kespite care. 

6 “(F) Training for family members. 

7 “(G) Adult day care. 

8 “(H) Such other home- and coniniunity- 

9 based sendees as the Secretary, an Indian tribe, 

10 or a Tribal Organization may approve. 

11 “(2) The term ‘hospice care’ means the items 

12 and sendees specified in subparagraphs (A) through 

13 (H) of section 1861(dd)(l) of the Social Security 

14 Act (42 U.S.C. 1395x(dd)(l)), and such other seiT- 

15 ices which an Indian Tribe or Tribal Organization 

16 determines are necessary and appropriate to pro\dde 

17 in furtherance of this care. 

18 “(3) The term ‘public health functions’ means 

19 the proHsion of public health-related programs, 

20 functions, and seiHces, including assessment, assur- 

21 ance, and policy development which Indian Tribes 

22 and Tribal Organizations are authorized and encour- 

23 aged, in those circumstances where it meets their 

24 needs, to do by forming collaborative relationships 
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1 'with all levels of loeal, State, and Federal Goverii- 

2 meiit. 

3 “SEC. 214. INDIAN WOMEN’S HEALTH CARE. 

4 “The Secretary, acting tlirongli the Seiiice and In- 

5 dian Tribes, Tribal Organizations, and Urban Indian Or- 

6 ganizations, shall monitor and improve the quality of 

7 health care for Indian women of all ages tlirongli the plan- 

8 ning and delivery of programs administered by the Service, 

9 in order to improve and enhance the treatment models of 

10 care for Indian women. 

11 “SEC. 215. ENVIRONMENTAL AND NUCLEAR HEALTH HAZ- 

12 ARDS. 

13 “(a) Studies and Monitoring. — The Secretary 

14 and the Service shall condnct, in corijiinction vitli other 

15 appropriate Federal agencies and in consultation with cori- 

16 cerned Indian Tribes and Tribal Organizations, studies 

17 and ongoing monitoring programs to determine trends in 

18 the health hazards to Indian miners and to Indians on 

19 or near reservations and Indian cornmiinities as a result 

20 of einTromnental hazards which may result in chronic or 

21 life threatening health problems, sirclr as rmclear resorrrce 

22 developrnerrt, petrolerrrn corrtarnirratiorr, arrd corrtarnirratiorr 

23 of water source arrd of the food chairr. Sirclr studies shall 

24 inchide — 
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1 “(1) an evaluation of the nature and extent of 

2 health problems caused by emironmental hazards 

3 currently exhibited among Indians and the causes of 

4 such health problems; 

5 “(2) an analysis of the potential effect of ongo- 

6 ing and future en\ironniental resource development 

7 on or near reservations and Indian eommmiities, in- 

8 eluding the eumnlative effect over time on health; 

9 “(3) an evaluation of the t\q)es and nature of 

10 activities, practices, and conditions causing or affect- 

11 ing such health problems, including nranimn mining 

12 and milling, uranium mine tailing deposits, nuclear 

13 power plant operation and construction, and nuclear 

14 waste disposal; oil and gas production or transpor- 

15 tation on or near reservations or Irrdiarr cornrnrr- 

16 rrities; arrd other developrnerrt that eorrld affect the 

17 health of Irrdiarrs arrd their water srrpply arrd food 

18 ehairr; 

19 “(4) a srrrnrnary of arry firrdirrgs arrd ree- 

20 ornrnerrdatiorrs provided irr Federal arrd State strrd- 

21 ies, reports, irrvestigatiorrs, arrd irrspeetiorrs drrrirrg 

22 the 5 years prior to the date of erraetrnerrt of the Irr- 

23 diarr Health Care Irnprovernerrt Act Arnerrdrnerrts of 

24 2005 that directly or irrdireetly relate to the aethi- 
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1 ties, practices, and conditions affecting the health or 

2 safety of such Indians; and 

3 “(5) the efforts that have been made by Federal 

4 and State agencies and resource and economic devel- 

5 opnient companies to effectively cany ont an edn- 

6 cation program for sncli Indians regarding the 

7 health and safety hazards of such development. 

8 “(b) HEiii/ni CiVRE PIjiVXS. — U pon completion of 

9 snch studies, the Secretary and the Sei'^ice shall take into 

10 accomit the results of such studies and, in consultation 

11 with Indian Tribes and Tribal Organizations, develop 

12 health care plans to address the health problems studied 

13 under subsection (a). The plans shall include — 

14 “(1) methods for diagnosing and treating Indi- 

15 ans currently exliibiting snch health problems; 

16 “(2) preventive care and testing for Indians 

17 wiio may be ex|)osed to snch health hazards, inclnd- 

18 ing the monitoring of the health of indhidnals wiio 

19 have or may have been exposed to excessive amounts 

20 of radiation or affected by other acthities that have 

21 had or could have a serious impact upon the health 

22 of such individuals; and 

23 “(3) a program of education for Indians wdio, 

24 by reason of their work or geographic proximity to 
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1 such nuclear or other development acthities, may ex- 

2 perience health problems. 

3 “(c) Submission of Report and PijAn to Con- 

4 GRESS. — The Secretary and the SeiAice shall submit to 

5 Congress the study prepared under subsection (a) no later 

6 than 18 months after the date of enactment of the Indian 

7 Health Care Improvement Act Amendments of 2005. The 

8 health care plan prepared under subsection (b) shall be 

9 submitted in a report no later than 1 year after the study 

10 prepared under subsection (a) is submitted to Congress. 

11 Such report shall include recommended acthities for the 

12 implementation of the plan, as well as an evaluation of 

13 any acthities preHously undertaken by the Sendee to ad- 

14 dress such health problems. 

15 “(d) Intergo\tsrnmentt\Ij Task Force. — 

16 “(1) ESTiVBEiSHMENT; MEMBERS. — There is es- 

17 tablished an Intergovernmental Task Force to be 

18 composed of the following indhiduals (or their des- 

19 ignees): 

20 “(A) The Secretary of Energy. 

21 “(B) The Secretary of the Errworrrnerrtal 

22 Protectiorr Agerrcy. 

23 “(C) The Director of the Brrrearr of Mirres. 

24 “(D) The Assistarrt Secretary for Ocerrpa- 

25 tiorral Safety arrd Health. 
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1 “(E) Tlie Secretary of the Interior. 

2 “(F) The Secretary of Health and Hnnian 

3 SerHees. 

4 “(G) The Director of the Indian Health 

5 SeiHce. 

6 “(2) Duties. — The Task Force shall — 

7 “(A) identify existing and potential oper- 

8 ations related to unclear resonree development 

9 or other einironmental hazards that affect or 

10 may affect the health of Indians on or near a 

1 1 reseiTation or in an Indian commnnity; and 

12 “(B) enter into aethities to correct exist- 

13 ing health hazards and ensure that eurrent and 

14 future health problems resulting from nuclear 

15 resonree or other development aethities are 

16 minimized or reduced. 

17 “(3) G h A T UV IA N; VIEETINGS. — The Secretaiy of 

18 Health and Human Seivices shall be the Chairman 

19 of the Task Force. The Task Force shall meet at 

20 least twice each year. 

21 “(e) He AT /ITT SEimCES to Cettt at n EmiTjOyees. — 

22 In the ease of any Indian who — 

23 “(1) as a result of emplownent in or near a 

24 nranhnn mine or mill or near any other emiron- 
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1 mental hazard, suffers from a work-related illness or 

2 eondition; 

3 “(2) is eligible to reeeive diagnosis and treat- 

4 ment sendees from an Indian Health Program; and 

5 “(3) by reason of such Indian’s emplowent, is 

6 entitled to medieal eare at the ex|)ense of such mine 

7 or mill operator or entity responsible for the emdron- 

8 mental hazard, the Indian Health Program shall, at 

9 the request of such Indian, render appropriate niedi- 

10 eal care to such Indian for such illness or eondition 

1 1 and may be reimbursed for any medical care so ren- 

12 dered to which such Indian is entitled at the expense 

13 of such operator or entity from such operator or en- 

14 tity. Nothing in this subsection shall affect the 

15 rights of such Indian to recover damages other than 

16 such amounts paid to the Indian Health Prograni 

17 from the employer for pro\dding medical care for 

18 such illness or condition. 

19 “SEC. 216. ARIZONA AS A CONTRACT HEALTH SERVICE DE- 

20 LIVERY AREA. 

21 “(a) In GENEiiiiij. — For fiscal years beginning with 

22 the fiscal year ending September 30, 1983, and ending 

23 vitli the fiscal year ending September 30, 2015, the State 

24 of Aiizona shall be designated as a contract health sendee 

25 delivery area by the Seiidce for the purpose of providirrg 


•S 1057 IS 



124 


121 

1 contract health care sendees to members of federally rec- 

2 ognized Indian Tribes of Aidzona. 

3 “(b) Maintenance of SEimcES. — The Sendee 

4 shall not curtail any health care sendees provided to Indi- 

5 ans residing on reservations in the State of Aidzona if such 

6 curtailment is due to the provision of contract sendees in 

7 such State pursuant to the designation of such State as 

8 a contract health sendee delivery area pursuant to siib- 

9 section (a). 

10 “SEC. 216A. NORTH DAKOTA AND SOUTH DAKOTA AS CON- 

1 1 TRACT HEALTH SERVICE DELIVERY AREA. 

12 “(a) In GeneilUj. — Begdrming in fiscal year 2003, 

13 the States of North Dakota and South Dakota shall be 

14 designated as a contract health service delivery area by 

15 the SeiAdce for the purpose of proidding contract health 

16 care seiTdces to members of federally recognized Indian 

17 Tribes of North Dakota and South Dakota. 

18 “(b) Limitation. — The Seridce shall not curtail any 

19 health care seiidces provided to Indians residing on any 

20 reservation, or in any county that has a common boundary 

21 vdtli any reservation, in the State of North Dakota or 

22 South Dakota if such curtailment is dire to the proidsiorr 

23 of corrtract seridces irr srrch States prrrsrrarrt to the des- 

24 igrratiorr of srrch States as a corrtract health service deliv- 

25 ery area prrrsrrarrt to srrbsectiorr (a). 
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1 “SEC. 217. CALIFORNIA CONTRACT HEALTH SERVICES PRO- 

2 GRAM. 

3 “(a) Funding Authorized. — The Seeretaiy is an- 

4 tliorized to fund a program using the California Rural In- 

5 dian Health Board (hereafter in this section referred to 

6 as the ‘CRIHB’) as a contract care intermediary to ini- 

7 prove the accessibility of health sendees to California Indi- 

8 ans. 

9 “(b) Reimbursement Contiuict. — The Seeretaiy 

10 shall enter into an agreement with the CRIHB to reini- 

1 1 burse the CRIHB for costs (inelnding reasonable adniinis- 

12 trative costs) incurred pursuant to this section, in pimdd- 

13 ing medical treatment under contract to California Indi- 

14 ans described in section 8()6(a) thronghont the California 

15 contract health sendees delivery area described in section 

16 218 with respect to high cost contract care cases. 

17 “(e) ADMiNiSTRiiTT\T5 Exi^enses. — Not more than 5 

18 percent of the amounts provided to the CRIHB under this 

19 section for any fiscal year may be for reimbursement for 

20 administrative expenses incurred by the CRIHB during 

21 such fiscal year. 

22 “(d) Limitation on Payment. — No pa\Tnent may 

23 be made for treatment proHded hereunder to the extent 

24 pawnent may be made for such treatment under the In- 

25 dian Catastrophic Health Emergency Fund described in 

26 section 202 or from amounts appropriated or othenvise 
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1 made available to the California coiitraet health sendee de- 

2 lively area for a fiseal year. 

3 “(e) AI)^^SOKY BOiViiD. — There is established an ad- 

4 \dsoiy board which shall advise the CRIHB in earning 

5 ont this section. The adnsoiy board shall be composed of 

6 representatives, selected by the CRIHB, from not less 

7 than 8 Tribal Health Programs sendng California Indians 

8 covered mider this section at least one half of whom of 

9 whom are not affiliated vdth the CRIHB. 

10 “SEC. 218. CALIFORNIA AS A CONTRACT HEALTH SERVICE 

1 1 DELIVERY AREA. 

12 “The State of California, exelnding the comities of 

13 Alameda, Contra Costa, Los Angeles, Marin, Orange, Sac- 

14 raniento, San Francisco, San Mateo, Santa Clara, Kern, 

15 Merced, Monterey, Napa, San Benito, San Joaqnin, San 

16 Luis Obispo, Santa Cniz, Solano, Stanislaus, and Ven- 

17 tnra, shall be designated as a contraet health sendee deliv- 

18 eiy area by the Sendee for the purpose of proidding eon- 

19 tract health sendees to California Indians. However, any 

20 of the eonnties listed herein may only be inelnded in the 

21 contract health sendees delivery area if fiinding is speeifi- 

22 eally provided by the Service for such services in those 

23 eoiinties. 
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1 “SEC. 219. CONTRACT HEALTH SERVICES FOR THE TREN- 

2 TON SERVICE AREA. 

3 “(a) Authorization for SEimcES. — The See- 

4 retaiy, acting tlirongli the Senice, is directed to provide 

5 contract health sendees to members of the Turtle Monn- 

6 tain Band of Chippewa Indians that reside in the Trenton 

7 Sendee Ai'ea of Dhdde, McKenzie, and Williams counties 

8 in the State of North Dakota and the adjoining counties 

9 of Richland, Roosevelt, and Sheridan in the State of Mon- 

10 tana. 

11 “(b) No Exiuvnsion of Eligibility. — Nothing in 

12 this section may be constraed as exiianding the eligibility 

13 of members of the Turtle Mountain Band of Chippewa In- 

14 dians for health sendees pnndded by the Sendee beyond 

15 the scope of eligibility for such health sendees that applied 

16 on May 1, 1986. 

17 “SEC. 220. PROGRAMS OPERATED BY INDIAN TRIBES AND 

18 TRIBAL ORGANIZATIONS. 

19 “The Sendee shall provide funds for health care pro- 

20 grams and facilities operated by Tribal Health Programs 

21 on the same basis as such funds are pimdded to programs 

22 and facilities operated directly by the Sendee. 

23 “SEC. 221. LICENSING. 

24 “Health care professionals employed by a Tribal 

25 Health Program shall, if licensed in any State, be exempt 

26 from the licensing requirements of the State in which the 
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1 Tribal Health Program performs the sendees described in 

2 its contract or compact under the Indian Self-Deterniina- 

3 tion and Education Assistance Act (25 U.S.C. 450 et 

4 seq.). 

5 “SEC. 222. NOTIFICATION OF PROVISION OF EMERGENCY 

6 CONTRACT HEALTH SERVICES. 

7 “With respect to an elderly Indian or an Indian with 

8 a disability reeehing emergency medical care or sendees 

9 from a non- Sendee provider or in a non- Sendee facility 

10 under the authority of this Act, the time limitation (as 

11 a condition of paniient) for iiotifHdng the Sendee of such 

12 treatment or admission shall be 30 days. 

1 3 “SEC. 223. PROMPT ACTION ON PAYMENT OF CLAIMS. 

14 “(a) DEiVDLiNE POK RESPONSE. — The Sendee shall 

15 respond to a notification of a claim by a provider of a 

16 contract care sendee vdth either an individual purchase 

17 order or a denial of the claim within 5 working days after 

18 the receipt of such notification. 

19 “(b) Effect op Untimely Response. — If the 

20 Sendee fails to respond to a notification of a claim in ac- 

21 cordance wdth subsection (a), the Sendee shall accept as 

22 valid the claim submitted by the provider of a contract 

23 care sendee. 
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1 “(c) De^vdlinb for Payment of V^yijd CijiViM. — 

2 The Sendee shall paj" a valid coiitraet care sendee claim 

3 vdthiii 30 days after the completion of the claim. 

4 “SEC. 224. LIABILITY FOR PAYMENT. 

5 “(a) No Patient Llyrility. — patient who re- 

6 eeives contract health care sendees that are authorized by 

7 the Sendee shall not be liable for the pawnent of any 

8 charges or costs associated Ydth the pimdsion of such seiw- 

9 ices. 

10 “(b) Notification. — The Secretary shall notify a 

1 1 contract care provider and any patient who receives con- 

12 tract health care sendees authorized by the Sendee that 

13 such patient is not liable for the pawent of any charges 

14 or costs associated vdtli the pro\dsion of such sendees not 

15 later than 5 business days after receipt of a notification 

16 of a claim by a provider of eontraet care sendees. 

17 “(c) No Recourse. — Follovdng receipt of the notice 

18 pro\dded under subsection (b), or, if a claim has been 

19 deemed accepted under section 223(b), the provider shall 

20 have no further recourse against the patient who received 

21 the sendees. 

22 “SEC. 225. AUTHORIZATION OF APPROPRIATIONS. 

23 “There are authorized to be appropriated such sums 

24 as may be necessary for each fiscal year through fiscal 

25 year 2015 to carry out this title. 
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1 “TITLE III— FACILITIES 

2 “SEC. 301. CONSULTATION: CONSTRUCTION AND RENOVA- 

3 TION OF FACILITIES; REPORTS. 

4 “(a) Prerequisites for Exi^exditure op 

5 Funds. — Prior to the exjieiiditnre of, or the making of 

6 any binding commitment to ex|)end, any funds appro- 

7 priated for the planning, design, construction, or renova- 

8 tion of facilities pursuant to the Act of November 2, 1921 

9 (25 U.S.C. 13) (commonly known as the ‘Snyder Act’), 

10 the Secretary, acting through the Seiiice, shall — 

11 “(1) consult with any Indian Tribe that would 

12 be significantly affected by such ex|)enditure for the 

13 purpose of determirrirrg arrd, wherrever practicable, 

14 horrorirrg tribal prefererrces corrcerrrirrg size, loeatiorr, 

15 Ppe, iiiid other eharaeteristies of arry facility orr 

16 which sirelr experrditrrre is to be made; arrd 

17 “(2) errsrrre, wherrever practicable arrd applica- 

18 ble, that sircli facility meets the eorrstractiorr starrd- 

19 ards of arry aecreditirrg body reeogrrized by the See- 

20 retary for the prrrposes of the medicare, medicaid, 

21 arrd SCHIP programs rrrrder titles X\T^II, XIX, arrd 

22 XXI of the Social Seerrrity Act by rrot later tharr 1 

23 year after the date orr which the corrstructiorr or rerr- 

24 ovatiorr of srrch facility is completed. 

25 “(b) Closures. — 
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1 “(1) EViiJjUATiox KEQUiKED. — Notwitlistaiid- 

2 iiig any other provision of law, no facility operated 

3 by the Sendee may be closed if the Secretary has not 

4 submitted to Congress at least 1 year prior to the 

5 date of the proposed closure an evaluation of the ini- 

6 pact of the proposed closure which specifies, in addi- 

7 tion to other eonsiderations — 

8 “(A) the accessibility of alternative health 

9 care resources for the population served by sneh 

10 facility; 

11 “(B) the cost-effectiveness of such closure; 

12 “(C) the quality of health care to be pro- 

13 \dded to the population served by srreh facility 

14 after such closrrre; 

15 “(D) the availability of corrtract health 

16 care firrrds to rnairrtairr existirrg levels of service; 

17 “(E) the \dews of the Irrdiarr Tribes served 

18 by such facility corrcerrrirrg srreh closrrre; 

19 “(F) the level of rrse of srreh facility by all 

20 eligible Irrdiarrs; arrd 

21 “(G) the distarrce betweerr srreh facility arrd 

22 the rrearest operatirrg Ser-^dee hospital. 

23 “(2) Exception for certain tempoirvry 

24 CLOSURES. — Paragraph (1) shall not apply to any 

25 temporary closrrre of a facility or arry portiorr of a 
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facility if such closure is necessary for medical, eini- 
ronmeiital, or constniction safety reasons. 

“(c) He^vijTii Cake Faciiaty Priority System. — 
“(1) In geneirvij. — 

“(A) ESTiiBLisiiMENT. — The Secretary, 
acting through the Sendee, shall establish a 
health care facility priority system, which 
shall— 

“(i) be developed Rdtli Indian Tribes 
and Tribal Organizations through nego- 
tiated rulemaking under section 802; 

“(ii) give Indian Tribes’ needs the 
highest priority; and 

“(iii) at a minimum, include the lists 
required in paragraph (2)(B) and the 
methodologj" required in paragraph (2)(E). 
“(B) Priority of cert ai n projects 
I’KOTBCTED. — The priority of any project estab- 
lished under the constniction priority system in 
effect on the date of the Indian Health Care 
Improvement Act Amendments of 2005 shall 
not be affected by any change in the constnic- 
tion priority system taking place thereafter if 
the project was identified as I of the 10 top- 
priority inpatient projects, I of the 10 top-pri- 
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ority outpatient projects, 1 of the 10 top-prior- 
ity staff quarters developments, or 1 of the 10 
top-priority Youth Regional Treatment Centers 
in the fiscal year 2005 Indian Health Sendee 
budget justification, or if the project had com- 
pleted both Phase I and Phase II of the con- 
stniction priority system in effect on the date 
of enactment of such Act. 

“(2) Report; contents. — The Secretary shall 
submit to the President, for inclusion in each report 
required to be transmitted to Congress under section 
801, a report which sets forth the following: 

“(A) A description of the health care facil- 
ity priority system of the SeiHce, established 
under paragraph (1). 

“(B) Health care facilities lists, 
including — 

“(i) the 10 top-priority inpatient 
health care facilities; 

“(ii) the 10 top-priority outpatient 
health care facilities; 

“(iii) the 10 top-priority specialized 
health care facilities (such as long-term 
care and alcohol and drag abuse treat- 
ment); 
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“(iv) the 10 top-priority staff quarters 
developments assoeiated with health care 
facilities; and 

“(v) the 10 top-priority hostels assoei- 
ated with health care facilities. 

“(C) The justification for such order of 
priority. 

“(D) The projected cost of such projects. 
“(E) The methodology adopted by the 
Sendee in establishing priorities under its 
health care facility priority system. 

“(3) Requirements for preparation op re- 
ports. — In preparing each report required under 
paragraph (2) (other than the initial report), the 
Secretary shall annually — 

“(A) consult with and obtain information 
on all health care facilities needs from Indian 
Tribes, Tribal Organizations, and Urban Indian 
Organizations; and 

“(B) re\iew the total unmet needs of all 
Indian Tribes, Tribal Organizations, and Urban 
Indian Organizations for health care facilities 
(including hostels and staff quarters), including 
needs for renovation and exjiansion of existing 
facilities. 
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1 “(4) CRITEKIii FOR EV^VIjUATING NEEDS. For 

2 purposes of this subsection, the Secretary shall, irr 

3 evahratirrg the rreeds of facilities operated rrrrder arry 

4 eorrtraet or eorripaet rrrrder the Irrdiarr Self-Deter- 

5 rriirratiorr arrd Edrrcatiorr Assistarrce Act (25 U.S.C. 

6 450 et seq.) rrse the same criteria that the Secretary 

7 rrses irr evahratirrg the rreeds of facilities operated di- 

8 reetly by the Service. 

9 “(5) Needs of facilities under isdeazV 

10 AGREEMENTS. — The Secretary shall errsrrre that the 

11 plarrrrirrg, desigrr, corrstr^rctiorr, arrd rerrovatiorr rreeds 

12 of Ser-^ice arrd rrorr-Ser-^ice facilities operated rrrrder 

13 eorrtraets or compacts irr aecordarree i\4th the Irrdiarr 

14 Self-Determirratiorr arrd Edrrcatiorr Assistarrce Act 

15 (25 U.S.C. 450 et seq.) are fully arrd eqrritably irrte- 

16 grated irrto the health care facility priority system. 

17 “(d) RE\^EW OF Need for Facilities. — 

18 “(1) InitlvIj report. — In the year 2006, the 

19 Government Accountability Office shall prepare and 

20 finalize a report which sets forth the needs of the 

21 Sei'^ice, Indian Tribes, Tribal Organizations, and 

22 Urban Indian Organizations, for the facilities listed 

23 under subsection (c)(2)(B), including the needs for 

24 renovation and expansion of existing facilities. The 

25 Government Accountability Office shall submit the 
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1 report to the appropriate authorizing’ and appropria- 

2 tions committees of Congress and to the Seeretaiy. 

3 “(2) Beginning in the year 2006, the Seeretaiy 

4 shall update the report required under paragraph 

5 (1) every 5 years. 

6 “(3) The Comptroller General and the See- 

7 retaiy shall consult vith Indian Tribes, Tribal Orga- 

8 nizations, and Urban Indian Organizations. The 

9 Secretary shall submit the reports required by para- 

10 graphs (1) and (2), to the President for inclusion in 

11 the report required to be transmitted to Congress 

12 under section 801. 

13 “(4) For purposes of this subsection, the re- 

14 ports shall, regarding the needs of facilities operated 

15 under any contract or compact under the Indian 

16 Self-Determination and Education Assistance Act 

17 (25 U.S.C. 450 et seq.), be based on the same eri- 

18 teria that the Seeretaiy uses in evaluating the needs 

19 of facilities operated directly by the Sendee. 

20 “(5) The planning, design, eonstruetion, and 

21 renovation needs of facilities operated under con- 

22 tracts or compacts under the Indian Self-Deterniina- 

23 tion and Education Assistance Act (25 U.S.C. 450 

24 et seq.) shall be fully and equitably integrated into 
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1 the development of the health facility priority sys- 

2 tern. 

3 “(6) Beginning’ in 2007 and each fiscal year 

4 thereafter, the Secretary shall provide an oppor- 

5 trinity for nomination of planning, design, and con- 

6 stiiietion projects by the Sei'riee, Indian Tribes, 

7 Tribal Organizations, and Urban Indian Organiza- 

8 tions for eonsideration under the health care facility 

9 priority system. 

10 “(e) Funding Condition. — ^All funds appropriated 

11 mider the Act of November 2, 1921 (25 U.S.C. 13) (coni- 

12 monly known as the ‘Snyder Act’), for the planning, de- 

13 sign, construction, or renovation of health facilities for the 

14 benefit of 1 or more Indian Tribes shall be subject to the 

15 provisions of the Indian Self-Determination and Edu- 

16 cation Assistance Act (25 U.S.C. 450 et seq.). 

17 “(f) DevtujOpment op Innovative Aiu^roaciies. — 

18 The Secretary shall consult arrd cooperate with Irrdiarr 

19 Tribes, Tribal Orgarrizatiorrs, arrd Urbarr Irrdiarr Orgarriza- 

20 tiorrs irr developirrg irrrrovative approaches to address all 

21 or part of the total rrrrniet rreed for corrstrirctiorr of health 

22 facilities, irrchrdirrg those provided for irr other seetiorrs of 

23 this title arrd other approaches. 

24 “SEC. 302. SANITATION FACILITIES. 

25 “(a) Findings. — Congress finds the following: 


•s ro57 rs 



138 


135 

1 “(1) The provision of sanitation facilities is pri- 

2 niarily a health consideration and function. 

3 “(2) Indian people suffer an inordinately high 

4 incidence of disease, iiijniy, and illness directly at- 

5 tribntable to the absence or inadequacy of sanitation 

6 facilities. 

7 “(3) The long-term cost to the United States of 

8 treating and enring such disease, iiijniy, and illness 

9 is substantially greater than the short-term cost of 

10 proUding sanitation facilities and other preventive 

11 health measures. 

12 “(4) Many Indian homes and Indian coninin- 

13 nities still lack sanitation facilities. 

14 “(5) It is in the interest of the United States, 

15 and it is the policy of the United States, that all In- 

16 diaii eommnnities and Indian homes, new and exist- 

17 ing, be proUded vitli sanitation facilities. 

18 “(b) Facilities and Ser\tces. — In furtherance of 

19 the findings made in subsection (a). Congress reaffirms 

20 the primary responsibility and authority of the Sendee to 

21 pro\dde the necessary sanitation facilities and seiTdces as 

22 proUded in section 7 of the Act of Angnist 5, 1954 (42 

23 U.S.C. 2004a). Under such authority, the Secretary, aet- 

24 irrg throrrgh the Ser'^dce, is arrthorized to prmdde the fol- 

25 lowirrg: 
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1 “(1) Financial and technical assistance to In- 

2 diaii Tribes, Tribal Organizations, and Indian coni- 

3 mnnities in the establishment, training, and eqnip- 

4 ping of utility organizations to operate and maintain 

5 sanitation facilities, inclnding the pimision of exist- 

6 ing plans, standard details, and specifications avail- 

7 able in the Department, to be used at the option of 

8 the Indian Tribe, Tribal Organization, or Indian 

9 conimnnity. 

10 “(2) Ongoing technical assistance and training 

11 to Indian Tribes, Tribal Organizations, and Indian 

12 conimnnities in the management of utility organiza- 

13 tions which operate and maintain sanitation facili- 

14 ties. 

15 “(3) Priority fnnding for operation and niainte- 

16 nance assistance for, and emergency repairs to, sani- 

17 tation facilities operated by an Indian Tribe, Tribal 

18 Organization or Indian conimnnity when necessary 

19 to avoid an imminent health threat or to protect the 

20 investment in sanitation facilities and the investment 

21 in the health benefits gained through the proiision 

22 of sanitation facilities. 

23 “(c) Funding. — Notwithstanding any other prow- 

24 sion of law — 
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1 “(1) the Secretary of Housing and Urban De- 

2 velopment is authorized to transfer funds appro- 

3 priated under the Native American Honsing Assist- 

4 anee and Self-Determination Act of 1996 to the See- 

5 retaiy of Health and Human Sendees; 

6 “(2) the Secretary of Health and Human Seiv- 

7 ices is authorized to accept and use such funds for 

8 the purpose of proHding sanitation facilities and 

9 seiHces for Indians under section 7 of the Act of 

10 August 5, 1954 (42 U.S.C. 2004a); 

11 “(3) unless specifically authorized when funds 

12 are appropriated, the Secretary shall rrot rrse firrrds 

13 appropriated rrrrder sectiorr 7 of the Act of Arrgirst 

14 5, 1954 (42 U.S.C. 2004a), to prmdde sarritatiorr fa- 

15 cilities to rrew homes eorrstr-ucted rrsirrg firrrds pro- 

16 \dded by the Departrnerrt of Horrsirrg arrd Urbarr De- 

17 veloprnerrt; 

18 “(4) the Secretary of Health arrd Hrrmarr Serv- 

19 ices is arrthorized to accept from arry sorrree, irrehrd- 

20 irrg Federal arrd State agerreies, firrrds for the prrr- 

21 pose of providirrg sarritatiorr facilities arrd serHces 

22 arrd place these firrrds irrto corrtracts or compacts 

23 rrrrder the Irrdiarr Self-Determirratiorr arrd Edrreatiorr 

24 Assistarree Act (25 U.S.C. 450 et seq.); 
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1 “(5) except as otlieraise prohibited by this sec- 

2 tioii, the Secretary may rise fluids appropriated 

3 under the authority of section 7 of the Act of An- 

4 gust 5, 1954 (42 U.S.C. 2()()4a) to fund up to 100 

5 percent of the arnonnt of an Indian Tribe’s loan ob- 

6 tained under any Federal program for new projects 

7 to construct eligible sanitation facilities to serwe In- 

8 diaii homes; 

9 “(6) except as othen\dse prohibited by this sec- 

10 tion, the Secretary may use funds appropriated 

11 under the authority of section 7 of the Act of An- 

12 gust 5, 1954 (42 U.S.C. 2004a) to meet matching 

13 or cost participation requirements under other Fed- 

14 eral and non-Federal programs for new projects to 

15 constnict eligible sanitation facilities; 

16 “(7) all Federal agencies are authorized to 

17 transfer to the Secretary fmids identified, granted, 

18 loaned, or appropriated whereby the Department’s 

19 applicable policies, rrrles, arrd regnrlatiorrs shall apply 

20 irr the irnplernerrtatiorr of srrch projects; 

21 “(8) the Secretary of Health arrd Hrrrnarr Serw- 

22 ices shall errter irrto irrteragerrcy agreernerrts with 

23 Federal arrd State agerrcies for the prrrpose of pro- 

24 Hdirrg frrrarrcial assistarrce for sarritatiorr facilities 

25 arrd services rrrrder this Act; arrd 
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1 “(9) the Secretary of Health and Human SeiT- 

2 ices shall, by regulation developed through rale- 

3 making under section 802, establish standards appli- 

4 cable to the planning, design, and constniction of 

5 sanitation facilities funded under this Act. 

6 “(d) Cert ai n CAi^iVBiLiTiES Not Prerequisite. — 

7 The financial and teehnieal capability of an Indian Tribe, 

8 Tribal Organization, or Indian comnmnity to safely oper- 

9 ate, manage, and maintain a sanitation facility shall not 

10 be a prerequisite to the provision or constniction of sanita- 

1 1 tion facilities by the Secretary. 

12 “(e) Fin^anclaIj Assistance. — The Secretary is an- 

13 thorized to proHde financial assistance to Indian Tribes, 

14 Tribal Organizations, and Indian eommmiities for oper- 

15 ation, management, and maintenance of their sanitation 

16 facilities. 

17 “(f) Opeiuvtion, Managejient, ^\nd M ai ntenance 

18 OP FaciIjITIES. — The Indian Tribe has the primaiy re- 

19 sponsibility to establish, collect, and use reasonable user 

20 fees, or othennse set aside funding, for the pnipose of 

21 operating, managing, and maintaining sanitation facilities. 

22 If a sanitation facility sening a commmiity that is oper- 

23 ated by an Indian Tribe or Tribal Organization is threat- 

24 ened with imminent failure and such operator lacks capae- 

25 ity to maintain the integrity or the health benefits of the 
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1 sanitation facility, then the Secretary is authorized to as- 

2 sist the Indian Tribe, Tribal Organization, or Indian coin- 

3 nnniity in the resolntion of the problem on a short-term 

4 basis throngh cooperation with the emergency coordinator 

5 or by providing operation, management, and maintenance 

6 sei'^ice. 

7 “(g) ISDEAA PiiOGKiUi Funded on Equaij 

8 Basis. — Tribal Health Programs shall be eligible (on an 

9 equal basis vitli programs that are administered directly 

10 by the Service) for — 

11 “(1) arry firrrds appropriated pnrsrrarrt to this 

12 sectiorr; arrd 

13 “(2) arry firrrds appropriated for the prrrpose of 

14 proHdirrg sarritatiorr facilities. 

15 “(h) Report.— 

16 “(1) Required; contents. — The Secretary, in 

17 consultation with the Secretary of Horrsirrg arrd 

18 Urbarr Developrnerrt, Irrdiarr Tribes, Tribal Orgarriza- 

19 tiorrs, arrd tribally desigrrated horrsirrg errtities (as de- 

20 frrred irr sectiorr 4 of the Native Arnericarr Horrsirrg 

21 Assistarrce arrd Self-Deterrnirratiorr Act of 1996 (25 

22 U.S.C. 4103)) shall srrbrnit to the Presiderrt, for irr- 

23 chrsiorr irr each report reqrrired to be trarrsrnitted to 

24 Corrgress urrder sectiorr 801, a report which sets 

25 forth — 
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1 “(^) the current Indian sanitation facility 

2 priority system of the Sendee; 

3 “(B) the methodology for determining 

4 sanitation defieieneies and needs; 

5 “(C) the level of initial and final sanitation 

6 deficiency for each t\qoe of sanitation facility for 

7 each project of each Indian Tribe or Indian 

8 community; 

9 “(D) the amount and most effective use of 

10 funds, derived from whatever source, necessary 

11 to aecommodate the sanitation facilities needs 

12 of new homes assisted vdth funds under the 

13 Native American Housing Assistance and Self- 

14 Determination Act, and to reduce the identified 

15 sanitation deficiency levels of all Indian Tribes 

16 and Indian communities to level I sanitation de- 

17 fieieney as defined in paragraph (4)(A); and 

18 “(E) a 10-year plan to pimide sanitation 

19 facilities to serve existirrg Irrdiarr homes arrd Irr- 

20 diarr cornrnrrrrities arrd rrew arrd rerrovated Irr- 

21 diarr homes. 

22 “(2) CKiTEKLi. — The criteria orr which the defr- 

23 cierreies arrd rreeds will be evahrated shall be devel- 

24 oped throrrgh rregotiated rTrlernakirrg prrrsrrarrt to 

25 seetiorr 802. 
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1 “(3) UxiFOKM METHODOLOGY. — The metliodol- 

2 ogy used by the Seeretaiy in determining, preparing 

3 cost estimates for, and reporting sanitation defi- 

4 eieneies for purposes of paragraph (1) shall be ap- 

5 plied nniformly to all Indian Tribes and Indian coni- 

6 mnnities. 

7 “(4) Sanitation deficiency IjE\t5ls. — F or 

8 purposes of this srrbseetiorr, the sarritatiorr deficierrcy 

9 levels for arr irrdividual, Irrdiarr Tribe, or Irrdiarr eoni- 

10 nnrrrity sarritatiorr facility to serxe Irrdiarr homes are 

1 1 determirred as follows: 

12 “(A) A level I deficierrcy exists if a sarrita- 

13 tiorr facility ser'\irrg arr irrdhidrral, Irrdiarr Tribe, 

14 or Irrdiarr eomnnrrrity — 

15 “(i) complies Yith all applicable water- 

lb srrpply, polhrtiorr corrtrol, arrd solid ^vaste 

17 disposal laws; arrd 

18 “(ii) deficierreies relate to rorrtirre re- 

19 plaeemerrt, repair, or mairrterrarree rreeds. 

20 “(B) A level II deficierrcy exists if a sarrita- 

21 tiorr facility ser■^irrg arr irrdhidrral, Irrdiarr Tribe, 

22 or Irrdiarr eomnnrrrity srrbstarrtially or recerrtly 

23 complied vith all applicable water srrpply, polhr- 

24 tiorr corrtrol, arrd solid waste laws arrd arry defr- 

25 eierreies relate to — 
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“(i) small or minor capital improve- 
ments needed to bring the facility back 
into compliance; 

“(ii) capital improvements that are 
necessary to enlarge or improve the facili- 
ties in order to meet the crirrent needs for 
domestic sanitation facilities; or 

“(iii) the lack of equipment or train- 
ing by an Indian Tribe, Tribal Organiza- 
tion, or an Indian commnnity to properly 
operate and maintain the sanitation facili- 
ties. 

“(C) A level III deficiency exists if a sani- 
tation facility sei'\ing an indhidnal, Indian 
Tribe or Indian commmiity meets one or more 
of the following conditions — 

“(i) water or sewer sei'^ice in the 
home is pimided by a Irani system with 
holdirrg tarrks arrd irrterior phrmbirrg; 

“(ii) major sigrrifrcarrt irrterr^rptiorrs to 
water srrpply or sewage disposal occur fre- 
qrrerrtly, reqrririrrg major capital improve- 
rnerrts to correct the defrcierrcies; or 
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“(iii) there is no aecess to or no ap- 
proved or permitted solid waste faeility 
available. 

“(D) A level IV deficiency exists it^ — 

“(i) a sanitation faeility of an indhid- 
nal, Indian Tribe, Tribal Organization, or 
Indian eommnnity has no piped water or 
sewer facilities in the home or the faeility 
has become inoperable dne to major com- 
ponent failure; or 

“(ii) where only a washeteria or cen- 
tral faeility exists in the eommnnity. 

“(E) A level V defieieney exists in the ab- 
sence of a sanitation facility, where individnal 
homes do not have access to safe drinking 
water or adequate wastewater (inelnding sew- 
age) disposal. 

“(i) Definitions. — For purposes of this section, the 


19 following terms apply: 

20 “(1) iNDiiiN COMMUNITY. — The term ‘Indian 


21 community’ means a geographic area, a significant 


22 proportion of whose inhabitants are Indians and 


23 which is served by or capable of being served by a 


24 facility described hr this sectiorr. 
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1 “(2) Sanitation facilities. — Tlie terms 

2 ‘sanitation facility’ and ‘sanitation facilities’ mean 

3 safe and adequate water supply systems, sanitary 

4 sewage disposal systems, and sanitary solid waste 

5 systems (arrd all related eqrriprnerrt arrd support irr- 

6 frastr-uetrrre). 

7 “SEC. 303. PREFERENCE TO INDIANS AND INDIAN FIRMS. 

8 “(a) Buy Indlvn Act. — The Secretary, aetirrg 

9 tlrrorrglr tire Serwice, may rrse tire rregotiatirrg arrtlrority of 

10 seetiorr 23 of the Act of Jrrrre 25, 1910 (25 U.S.C. 47, 

11 eornrnorrly krrowrr as the ‘Brry Irrdiarr Act’), to give pref- 

12 ererrce to arry Irrdiarr or arry errterprise, partrrership, cor- 

13 poratiorr, or other Bqre of brrsirress orgarrizatiorr ovired arrd 

14 eorrtrolled by arr Irrdiarr or Irrdiarrs irrchrdirrg former or 

15 errrrerrtly federally reeogrrized Irrdiarr Tribes irr the State 

16 of New York (hereirrafter referred to as arr ‘Irrdiarr firm’) 

17 irr the corrstr^rctiorr arrd rerrovatiorr of Ser'^ice facilities prrr- 

18 srrarrt to seetiorr 301 arrd irr the corrstr^rctiorr of sarritatiorr 

19 facilities prrrsrrarrt to seetiorr 302. Srrch prefererrce may be 

20 accorded by the Secretary rrrrless the Secretary firrds, prrr- 

21 srrarrt to regnrlatiorrs adopted prrrsrrarrt to seetiorr 802, that 

22 the project or frrrrctiorr to be corrtraeted for vill rrot be 

23 satisfactory or srrch project or frrrrctiorr earrrrot be properly 

24 completed or rnairrtairred rrrrder the proposed corrtraet. The 

25 Secretary, irr arrhirrg at srrch a firrdirrg, shall eorrsider 
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1 whether the Indian or Indian firm will be deficient 'with 

2 respect to — 

3 “(1) OTOiership and control by Indians; 

4 “(2) equipment; 

5 “(3) bookkeeping and aeconnting procedures; 

6 “(4) substantive knowledge of the project or 

7 finiction to be contracted for; 

8 “(5) adequately trained personnel; or 

9 “(6) other necessary components of contract 

10 performance. 

11 “(b) L^VBOK STANDiUiDS. — 

12 “(1) In GENEKiVij. — For the purposes of iniple- 

13 menting the pro\isions of this title, contracts for the 

14 constniction or renovation of health care facilities, 

15 staff quarters, and sanitation facilities, and related 

16 support infrastrnetnre, funded in whole or in part 

17 vitli funds made available pursuant to this title, 

18 shall contain a provision requiring eomplianee with 

19 snbchapter IV of chapter 31 of title 40, United 

20 States Code (commonly known as the ‘Daws-Baeon 

21 Act’), unless snch constiTiction or renovation — 

22 “(A) is performed by a contractor pnrsn- 

23 ant to a contract vdth an Indian Tribe or Trib- 

24 al Organization vdth funds supplied through a 

25 contract or compact authorized by the Indian 
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1 Self-Determination and Education Assistance 

2 Act, or other statutory authority; and 

3 “(B) is subject to prevailing wage rates for 

4 similar constmction or renovation in the locality 

5 as determined by the Indian Tribes or Tribal 

6 Organizations to be seiwed by the constmction 

7 or renovation. 

8 “(2) Exception. — This subsection shall not 

9 apply to constmction or renovation carried out by an 

10 Indian Tribe or Tribal Organization vitli its ovii 

1 1 employees. 

12 “SEC. 304. EXPENDITURE OF NONSERVICE FUNDS FOR REN- 

13 OVATION. 

14 “(a) In GeneicvTj. — Notwithstanding any other pro- 

15 \ision of law, if the requirements of subsection (c) are met, 

16 the Secretary, acting through the Seiwice, is authorized 

17 to accept any major ex|)ansion, renovation, or nioderniza- 

18 tion by any Indian Tribe or Tribal Organization of any 

19 Seiwice facility or of any other Indian health facility oper- 

20 ated pursuant to a contract or compact under the Indian 

21 Self-Determination and Education Assistance Act (25 

22 U.S.C. 450 et seq.), inclnding — 

23 “(1) any plans or designs for such exiransion, 

24 renovation, or modernization; and 
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1 “(2) any expansion, renovation, or nioderniza- 

2 tion for wliicli funds appropriated under any Federal 

3 law were lavl'nlly expended. 

4 “(b) Pkiokity List. — 

5 “(1) In gexbR/Uj. — The Seeretaiy shall niain- 

6 tain a separate priority list to address the needs for 

7 increased operating exjienses, personnel, or equip- 

8 ment for such facilities. The methodology" for estab- 

9 lishing priorities shall be developed throngh nego- 

10 tiated nileniaking under section 802. The list of pri- 

ll ority facilities vill be revised annnally in consnlta- 

12 tion with Indian Tribes and Tribal Organizations. 

13 “(2) Repokt. — The Seeretaiy shall submit to 

14 the President, for inclusion in each report required 

15 to be transmitted to Congress under section 801, the 

16 priority list maintained pursuant to paragraph (1). 

17 “(c) Requirements. — The requirements of this sub- 

18 section are met with respect to any exjiansion, renovation, 

19 or modernization if — 

20 “(1) the Indian Tribe or Tribal Organization — 

21 “(A) provides notice to the Secretary of its 

22 intent to expand, renovate, or modernize; and 

23 “(B) applies to the Secretary to be placed 

24 on a separate priority list to address the needs 
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1 of such new facilities for increased operating ex- 

2 penses, personnel, or equipment; and 

3 “(2) the expansion, renovation, or 

4 modernization — 

5 “(A) is approved by the appropriate area 

6 director of the Sendee for Federal facilities; and 

7 “(B) is administered by the Indian Tribe 

8 or Tribal Organization in accordance with any 

9 applicable regnilations prescribed by the See- 

10 retaiy vdth respect to constrnction or renova- 

1 1 tion of Sendee facilities. 

12 “(d) ADDiTiONiVij Requikement for Exi^ansiox. — 

13 In addition to the requirements under subsection (c), for 

14 any ex|)ansion, the Indian Tribe or Tribal Organization 

15 shall pimdde to the Secretary additional information devel- 

16 oped throngh negotiated nileniaking under section 802, 

17 inclnding additional staffing, equipment, and other costs 

18 associated vdth the expansion. 

19 “(e) Closure or Coxatsrsion op Facilities. — If 

20 any Sendee facility which has been ex|)anded, renovated, 

21 or modernized by an Indian Tribe or Tribal Organization 

22 under this section ceases to be used as a Sendee facility 

23 during the 20-year period begdnning on the date such ex- 

24 pansion, renovation, or modernization is completed, such 

25 Indian Tribe or Tribal Organization shall be entitled to 
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1 recover from the United States an anionnt wliicli bears 

2 the same ratio to tlie value of snch facility at the time 

3 of snch cessation as the value of snch expansion, renova- 

4 tion, or modernization (less the total anionnt of any funds 

5 prmided specifically for snch facility under any Federal 

6 program that were expended for snch expansion, renova- 

7 tion, or modernization) bore to the value of snch facility 

8 at the time of the completion of snch exiiansion, renova- 

9 tion, or modernization. 

10 “SEC. 305. FUNDING FOR THE CONSTRUCTION, EXPANSION, 

11 AND MODERNIZATION OF SMALL AMBULA- 

12 TORY CARE FACILITIES. 

13 “(a) Funding. — 

14 “(1) In geneilUj. — T he Secretary, acting 

15 throngh the Seiiice, in eonsnltation vitli Indian 

16 Tribes and Tribal Organizations, shall make grants 

17 to Indian Tribes and Tribal Organizations for the 

18 constniction, expansion, or modernization of faeili- 

19 ties for the proiision of ambnlatoiy care seiiices to 

20 eligible Indians (and noneligible persons pnrsnant to 

21 subsections (b)(2) and (c)(1)(C)). Fnnding made 

22 nnder this section may cover np to 100 percent of 

23 the costs of snch eonstnietion, expansion, or mod- 

24 ernization. For the purposes of this section, the term 
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1 ‘construction’ includes the replacement of an exist- 

2 ing facility. 

3 “(2) Agreement required. — F unding under 

4 paragraph (1) may only be made available to a Trib- 

5 al Health Program operating an Indian health facil- 

6 ity (other than a facility ouiied or constnicted by 

7 the Sendee, including a facility originally owned or 

8 constnicted by the Sendee and transferred to an In- 

9 diaii Tribe or Tribal Organization). 

10 “(b) Use of Funds. — 

11 “(1) AIjLOMUIBLE uses. — F unding pimdded 

12 under this section may be used for the constniction, 

13 expansion, or modernization (including the planning 

14 and design of such constraction, exjiansion, or niod- 

15 ernization) of an ambulatory care facility — 

16 “(A) located apart from a hospital; 

17 “(B) not funded under section 301 or sec- 

18 tion 307; and 

19 “(C) which, upon completion of such con- 

20 stniction or modernization udll — 

21 “(i) have a total capacity appropriate 

22 to its projected ser\dce population; 

23 “(ii) proHde annually no fewer than 

24 


25 
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1 such facility in accordance 'ttdtli section 

2 8()7(c)(2); and 

3 “(iii) provide ambulatory care in a 

4 Sendee Area (specified in the contract or 

5 compact under the Indian Self-Deterniina- 

6 tion and Education Assistance Act (25 

7 U.S.C. 450 et seq.)) with a popnlation of 

8 no fewer than 1,500 eligible Indians and 

9 other users who are eligible for sendees in 

10 snch facility in accordance 'ndth section 

11 807(c)(2). 

12 “(2) Additionaij ^UjLOWiU^LB USE. — The Sec- 

13 retaiy may also reseiwe a portion of the fnnding pro- 

14 \dded under this section and use those reseiwed 

15 funds to reduce an outstanding debt incurred by In- 

16 diaii Tribes or Tribal Organizations for the con- 

17 stniction, ex|)ansion, or modernization of an anibnla- 

18 tory care facility that meets the requirements under 

19 paragraph (1). The pro\dsions of this section shall 

20 apply, except that snch applications for funding 

21 under this paragraph shall be considered separately 

22 from applications for fnnding under paragraph (1). 

23 “(3) Use onijY fok certain portion op 

24 COSTS. — Fnnding provided under this section may 

25 be used only for the cost of that portion of a con- 
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1 stnictioii, expansion, or modernization project that 

2 benefits the Sendee population identified above in 

3 subsection (b)(1)(C) (ii) and (iii). The requirements 

4 of clauses (ii) and (iii) of paragraph (1)(C) shall not 

5 apply to an Indian Tribe or Tribal Organization ap- 

6 plOng for funding under this section for a health 

7 care facility located or to be constnicted on an is- 

8 land or when snch facility is not located on a road 

9 system pro\dding direct access to an inpatient hos- 

10 pital where care is available to the Sendee popn- 

1 1 lation. 

12 “(c) Funding. — 

13 “(1) Ai^pIjICATION. — No fimding may be made 

14 available under this section unless an application or 

15 proposal for snch funding has been approved by the 

16 Secretary in accordance vltli applicable regnilations 

17 and has forth reasonable assurance by the applicant 

18 that, at all times after the constniction, exiiansion, 

19 or modernization of a facility carried out pursuant 

20 to fmiding received under this section — 

21 “(A) adequate financial support vdll be 

22 available for the pro\dsion of ser\dces at such 

23 facility; 
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1 “(B) such facility will be available to eligi- 

2 ble Indians without regard to ability to pay or 

3 source of pawnent; and 

4 “(C) such facility will, as feasible without 

5 diminishing the quality or quantity of sendees 

6 pro\dded to eligible Indians, serve noneligdble 

7 persons on a cost basis. 

8 “(2) Pkiority. — In awarding funding under 

9 this section, the Secretary shall give priority to Irr- 

10 diarr Tribes arrd Tribal Orgarrizatiorrs that 

1 1 dernorrstrate — 

12 “(A) a rreed for irrereased arnbrrlatory care 

13 ser-^dees; arrd 

14 “(B) irrsrrfficierrt capacity to deliver srrch 

15 ser-^dees. 

16 “(3) Peek re\uew panels. — The Secretary 

17 may provide for the establishrnerrt of peer renew 

18 parrels, as rrecessary, to renew arrd evahrate applica- 

19 tiorrs arrd proposals arrd to adnse the Secretary re- 

20 gardirrg srrch applicatiorrs rrsirrg the criteria devel- 

21 oped drrrdrrg corrsrrlta tiorrs prrrsrrarrt to srrbsectiorr 

22 (a)(1). 

23 “(d) BEMiRSiON OP Facilities. — If any facility (or 

24 portion thereof) vdth respect to which funds have been 

25 paid under this section, ceases, vdthin 5 years after coni- 
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1 pletioii of the constnictioii, exjjaiisioii, or modernization 

2 carried out 'with sncli funds, to be used for the purposes 

3 of providing health care services to eligible Indians, all of 

4 the right, title, and interest in and to such facility (or por- 

5 tion thereof) shall transfer to the United States unless 

6 othenUse negotiated by the Sendee and the Indian Tribe 

7 or Tribal Organization. 

8 “(e) Funding Nonkecukking. — Funding pronded 

9 under this section shall be nonrecurring and shall not be 

10 available for inclusion in any indhddual Indian Tribe’s 

11 tribal share for an award under the Indian Self-Deter- 

12 mination and Education Assistance Act or for reallocation 

13 or redesign thereunder. 

14 “SEC. 306. INDIAN HEALTH CARE DELIVERY DEMONSTRA- 

15 TION PROJECT. 

16 “(a) He^VJ/ITI CiVRE DeMONSTILVTIOX PRO.JECTS. 

17 The Seeretaiy, acting through the Sendee, and in con- 

18 sultation with Indian Tribes and Tribal Organizations, is 

19 authorized to enter into eonstraction agreements under 

20 the Indian Self-Determination and Education Assistance 

21 Act (25 U.S.C. 450 et seq.) vdth Indian Tribes or Tribal 

22 Organizations for the pmpose of carndng out a health 

23 care delivery demonstration project to test alternative 

24 means of delivering health care and sei'\dces to Indians 

25 thi'ough facilities. 
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1 “(b) Use of Fuxds. — Tlie Secretary, in approUng 

2 projects pursuant to this section, may authorize funding 

3 for the eonstniction and renovation of hospitals, health 

4 centers, health stations, and other facilities to deliver 

5 health care services and is authorized to — 

6 “(1) waive any leasing prohibition; 

7 “(2) permit carryover of frrrrds appropriated for 

8 the prmisiorr of health care ser-\ices; 

9 “(3) permit the rrse of other available firrrds; 

10 “(4) permit the rrse of frrrrds or property do- 

ll rrated frorrr arrj" sorrree for project prrrposes; 

12 “(5) prowde for the reversiorr of dorrated real or 

13 persorral property to the dorror; arrd 

14 “(6) permit the rrse of Ser'\ice frrrrds to match 

15 other frrrrds, irrchrdirrg Federal frrrrds. 

16 “(e) Regulations. — The Secretary shall develop 

17 arrd promulgate regTilatiorrs rrot later tharr 1 year after the 

18 date of erractrnerrt of the Irrdiarr Health Care Irnprovernerrt 

19 Act Arnerrdrnerrts of 2005. If the Secretary has rrot pro- 

20 rnrrlgated regirlatiorrs by that date, the Secretary shall de- 

21 velop arrd publish regnrlatiorrs, throrrgh r^rlernakirrg nrrder 

22 seetiorr 802, for the re\iew arrd approval of applieatiorrs 

23 sirbrnitted irrrder this seetiorr. 

24 “(d) Ckiteklv. — T he Secretary may approve projects 

25 that meet the follovirrg criteria: 
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1 “(1) Tliere is a need for a new faeility or pro- 

2 gram or the reorientation of an existing faeility or 

3 program. 

4 “(2) A significant number of Indians, inelnding 

5 those with low health status, 'will be seiwed by the 

6 project. 

7 “(3) The project has the potential to deliver 

8 sendees in an efficient and effective manner. 

9 “(4) The project is economically \iable. 

10 “(5) The Indian Tribe or Tribal Organization 

1 1 has the administrative and financial capability to ad- 

12 minister the project. 

13 “(6) The project is integrated with prowl ders of 

14 related health and social sendees and is coordinated 

15 'with, and avoids duplication of, existing sendees. 

16 “(e) Peer Review PaneIjS. — The Secretary may 

17 prowdde for the establishment of peer rewde'w panels, as nec- 

18 essary, to revie'w and evaluate applications using the eri- 

19 teria developed pursuant to subsection (d). 

20 “(f) Priority. — The Secretary shall gwe priority to 

21 applications for demonstration projects in each of the fol- 

22 lowving Sendee Units to the extent that such applications 

23 are timely filed and meet the criteria specified in sub- 

24 section (d): 

25 “(1) Cass Lake, Minnesota. 
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1 “(2) Clinton, Oklahoma. 

2 “(3) Harlem, Montana. 

3 “(4) Mescalero, New Mexieo. 

4 “(5) CK\whee, Nevada. 

5 “(6) Parker, Arizona. 

6 “(7) Selmrz, Nevada. 

7 “(8) Winnebago, Nebraska. 

8 “(9) Ft. Ynnia, California. 

9 “(g) TechnicaIj Assistance. — The Secretary shall 

10 proHde snch technical and other assistance as may be nec- 

1 1 essary to enable applicants to comply 'with the proHsions 

12 of this section. 

13 “(h) SEimcE TO InbijIGible Persons. — Subject to 

14 section 807, the authority to provide seiHces to persons 

15 othenHse ineligible for the health care benefits of the 

16 SeiATce and the authority to extend hospital prhileges in 

17 SeiATce facilities to non-SeiAice health practitioners as 

18 proHded in section 807 may be included, subject to the 

19 terms of such section, in any demonstration project ap- 

20 proved pursuant to this section. 

21 “(i) EqutitabIjE Tkeataient. — For purposes of sub- 

22 section (d)(1), the Secretary shall, irr evahratirrg facilities 

23 operated rrrrder arry corrtract or compact urrder the Irrdiarr 

24 Self-Deterrnirratiorr arrd Edrrcatiorr Assistarrce Act (25 

25 U.S.C. 450 et seq.), rrse the same criteria that the Sec- 
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1 retaiy uses in evaluating’ facilities operated directly by the 

2 Sendee. 

3 “(j) Equitable Integration of Facilities. — The 

4 Secretary shall ensure that the planning, design, constiuc- 

5 tion, renovation, and ex|)ansion needs of Sendee and non- 

6 Sendee facilities which are the subject of a contract or 

7 compact under the Indian Self-Determination and Edu- 

8 cation Assistance Act (25 U.S.C. 450 et seq.) for health 

9 sendees are fully and equitably integTated into the iniple- 

10 mentation of the health care delivery demonstration 

1 1 projects under this section. 

12 “SEC. 307. LAND TRANSFER. 

13 “Notvdthstanding any other proedsion of law, the Bu- 

14 reau of Indian Affairs and all other agencies and depart- 

15 ments of the United States are authorized to transfer, at 

16 no cost, land and improvements to the Sendee for the pro- 

17 cdsion of health care sendees. The Secretary is authorized 

18 to accept such land and improvements for such puiposes. 

19 “SEC. 308. LEASES, CONTRACTS, AND OTHER AGREEMENTS. 

20 “The Secretary, actirrg throrrgh the Ser-idce, may 

21 errter irrto leases, corrtracts, arrd other agreernerrts vltlr Irr- 

22 diarr Tribes arrd Tribal Orgarrizatiorrs which hold (1) title 

23 to, (2) a leasehold irrterest irr, or (3) a berrefreial irrterest 

24 irr (wherr title is held by the Urrited States irr tnrst for 

25 the berrefit of arr Irrdiarr Tribe) facilities rrsed or to be rrsed 
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1 for the administration and delivery of health sendees by 

2 an Indian Health Program. Such leases, contraets, or 

3 agreements may inelnde pro\dsions for eonstnietion or ren- 

4 ovation and provide for compensation to the Indian Tribe 

5 or Tribal Organization of rental and other costs consistent 

6 with section 105(0 of the Indian Self-Determination and 

7 Education Assistance Act and regulations thereunder. 

8 “SEC. 309. STUDY ON LOANS, LOAN GUARANTEES, AND 

9 LOAN REPAYMENT. 

10 “(a) In GeneilvIj. — The Secretary, in consultation 

11 vdth the Secretary of the Treasury, Irrdiarr Tribes, arrd 

12 Tribal Orgarrizatiorrs, shall carry orrt a strrdy to deterrrrirre 

13 the feasibility of establishirrg a loarr firrrd to provide to Irr- 

14 diarr Tribes arrd Tribal Orgarrizatiorrs direct loarrs or girar- 

15 arrtees for loarrs for the corrstrrrctiorr of health care facili- 

16 ties, irrchrdirrg — 

17 “(1) irrpatierrt facilities; 

18 “(2) orrtpatierrt facilities; 

19 “(3) staff qrrarters; 

20 “(4) hostels; arrd 

21 “(5) specialized care facilities, such as behav- 

22 ioral health arrd elder care facilities. 

23 “(b) Determinations. — In cariHirg out the study 

24 under subsection (a), the Secretary shall determirre — 
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1 “(1) the maximum principal amount of a loan 

2 or loan guarantee that should be offered to a reeipi- 

3 ent from the loan fund; 

4 “(2) the percentage of eligible costs, not to ex- 

5 ceed 100 percent, that may be covered by a loan or 

6 loan gniarantee from the loan fund (ineluding costs 

7 relating to planning, design, finaneing, site land de- 

8 velopment, eonstraction, rehabilitation, renovation, 

9 conversion, improvements, medical equipment and 

10 furnishings, and other facility- related costs and eap- 

11 ital purchase (but excluding staffing)); 

12 “(3) the cumulative total of the principal of di- 

13 reet loans and loan gniarantees, respectively, that 

14 may be outstanding at any 1 time; 

15 “(4) the maximum term of a loan or loan guar- 

16 antee that may be made for a facility from the loan 

17 fund; 

18 “(5) the maximum percentage of funds from 

19 the loan fund that should be allocated for pa\unent 

20 of costs associated with planning and apphdng for a 

21 loan or loan gniarantee; 

22 “(6) whether acceptance by the Secretary of an 

23 assignment of the revenue of an Indian Tribe or 

24 Tribal Organization as security for any direct loan 
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1 or loan guarantee from the loan fund would be ap- 

2 propriate; 

3 “(7) whether, in the planning and design of 

4 health facilities under this section, users eligible 

5 under section 8()7(c) may be included in any projec- 

6 tion of patient population; 

7 “(8) whether funds of the Sendee prowded 

8 through loans or loan guarantees from the loan fund 

9 should be eligible for use in matehing other Federal 

10 funds under other programs; 

11 “(9) the appropriateness of, and best methods 

12 for, coordinating the loan fund 'with the health care 

13 priority system of the Sendee under section 301; and 

14 “(10) any legislative or regulatory changes re- 

15 quired to implement recommendations of the Sec- 

16 retaiy based on results of the study. 

17 “(e) Repokt. — N ot later than September 30, 2007, 

18 the Secretary shall srrbrnit to the Committee orr Irrdiarr Af- 

19 fairs of the Serrate arrd the Committee orr Resorrrees arrd 

20 the Committee orr Errergy arrd Commerce of the Horrse 

21 of Represerrtatives a report that describes — 

22 “(1) the rnarrrrer of eorrsrrltatiorr made as re- 

23 qrrired by srrbseetiorr (a); arrd 
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1 “(2) the results of the study, including’ any rec- 

2 ommendations of the Secretary based on results of 

3 the study. 

4 “SEC. 310. TRIBAL LEASING. 

5 “A Tribal Health ProgTani may lease permanent 

6 stnictures for the purpose of pimiding health eare seiHces 

7 -without obtaining advance approval in appropriation Acts. 

8 “SEC. 311. INDIAN HEALTH SERVICE/TRIBAL FACILITIES 

9 JOINT VENTURE PROGRAM. 

10 “(a) In GenbilvIj. — The Secretary, actirrg throrrgh 

11 the Service, shall make arrarrgemerrts ivitlr Irrdiarr Tribes 

12 arrd Tribal Orgarrizatiorrs to establish joirrt verrtrrre derii- 

13 orrstratiorr projects rrrrder which arr Irrdiarr Tribe or Tribal 

14 Orgarrizatiorr shall experrd tribal, private, or other avail- 

15 able firrrds, for the acqrrisitiorr or corrstnrctiorr of a health 

16 facility for a niirrinnrm of 10 years, rrrrder a rro-cost lease, 

17 irr excharrge for agreemerrt by the Service to proiide the 

18 eqrripmerrt, srrpplies, arrd staffrrrg for the operatiorr arrd 

19 mairrterrarrce of srrch a health facility. Arr Irrdiarr Tribe or 

20 Tribal Orgarrizatiorr may rrse tribal firrrds, private sector, 

21 or other available resorrrces, irrchrdirrg loarr girararrtees, to 

22 firlfrll its commitmerrt rrrrder a joirrt verrtrrre errtered irrto 

23 rrrrder this srrbsectiorr. Arr Irrdiarr Tribe or Tribal Orgarri- 

24 zatiorr shall be eligible to establish a joirrt verrtrrre project 

25 if, wherr it srrbmits a letter of irrterrt, it — 
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1 “(1) has begun but not eompleted the proeess 

2 of aeqnisition or construction of a health facility to 

3 be used in the joint venture project; or 

4 “(2) has not begun the proeess of aeqnisition or 

5 constniction of a health facility for use in the joint 

6 venture project. 

7 “(b) Requikemexts. — The Secretary shall make 

8 such an arrangement vitli an Indian Tribe or Tribal Orga- 

9 nization only if — 

10 “(1) the Secretary first deterrnirres that the Irr- 

11 diarr Tribe or Tribal Orgarrizatiorr has the adrnirris- 

12 trative arrd frrrarreial capabilities rrecessary to corn- 

13 plete the timely aeqrrisitiorr or eorrstr^retiorr of the 

14 relevarrt health facility; arrd 

15 “(2) the Irrdiarr Tribe or Tribal Orgarrizatiorr 

16 meets the rreed criteria which shall be developed 

17 throrrgh the rregotiated rulemakirrg proeess prmided 

18 for rrrrder sectiorr 802. 

19 “(c) Continued OPBKiVTiON. — The Secretary shall 

20 rregotiate arr agreernerrt vith the Irrdiarr Tribe or Tribal 

21 Orgarrizatiorr regardirrg the eorrtirnred operatiorr of the fa- 

22 cility at the errd of the irritial 10 year rro-eost lease period. 

23 “(d) Breach op Agreement. — ^Arr Irrdiarr Tribe or 

24 Tribal Orgarrizatiorr that has errtered irrto a vuitterr agree- 

25 rnerrt with the Secretary rrrrder this sectiorr, arrd that 
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1 breaches or terminates 'without cause such agreement, 

2 shall be liable to the United States for the amount that 

3 has been paid to the Indian Tribe or Tribal Organization, 

4 or paid to a third party on the Indian Tribe’s or Tribal 

5 Organization’s behalf, under the agreement. The Sec- 

6 retaiy has the right to recover tangible property (ineluding 

7 supplies) and equipment, less depreciation, and any funds 

8 exjjended for operations and maintenance under this sec- 

9 tion. The preceding sentence does not apply to any funds 

10 expended for the delivery of health care sendees, person- 

1 1 nel, or staffing. 

12 “(e) ReC0’\U5KY pok Nonuse. — ^A n Indian Tribe or 

13 Tribal Organization that has entered into a VTitten agree- 

14 nient 'with the Secretary under this subsection shall be en- 

15 titled to recover from the United States an amount that 

16 is proportional to the value of such facility if, at any time 

17 'within the lO-year term of the agreement, the Sendee 

18 ceases to use the facility or othen\ise breaches the agree- 

19 nient. 

20 “(f) Definition. — F or the purposes of this section, 

21 the term ‘health facility’ or ‘health facilities’ includes 

22 quarters needed to pro’^ide housing for staff of the rel- 

23 evant Tribal Health ProgTani. 
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1 “SEC. 312. LOCATION OF FACILITIES. 

2 “(a) In GeneiiaIj. — I n all matters involving the reor- 

3 ganization or development of Sendee faeilities or in the 

4 establishment of related emplonnent projeets to address 

5 miemplonnent eonditions in economically depressed areas, 

6 the Bnrean of Indian Affairs and the Sendee shall give 

7 priority to locating snch faeilities and projeets on Indian 

8 lands, or lands in Alaska owned by any Alaska Native \dl- 

9 lage, or village or regional corporation mider the Alaska 

10 Native Claims Settlement Act, or any land allotted to any 

11 Alaska Native, if requested by the Indian owner and the 

12 Indian Tribe vdth jmdsdietion over sneh lands or other 

13 lands oviied or leased by the Indian Tribe or Tribal Orga- 

14 nization. Top priority shall be given to Indian land oviied 

15 by 1 or more Indian Tribes. 

16 “(b) Definition. — For purposes of this section, the 

17 term ‘Indian lands’ means — 

18 “(1) all lands vdthin the exterior boundaries of 

19 any reservation; arrd 

20 “(2) arry larrds title to which is held irr tr^rst by 

21 the Urrited States for the berrefrt of arry Irrdiarr 

22 Tribe or irrdhddrral Irrdiarr or held by arry Irrdiarr 

23 Tribe or irrdhidrral Irrdiarr srrbjeet to restrietiorr by 

24 the Urrited States agairrst alierratiorr. 
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1 “SEC. 313. MAINTENANCE AND IMPROVEMENT OF HEALTH 

2 CARE FACILITIES. 

3 “(a) Report. — The Secretary shall siibiiiit to the 

4 President, for inehision in the report required to be trans- 

5 niitted to Congress nnder section 801, a report which iden- 

6 titles the backlog of niaintenanee and repair work required 

7 at both Sei'\iee and tribal health care facilities, inclnding 

8 new health care facilities expected to be in operation in 

9 the next fiscal year. The report shall also identify the need 

10 for renovation and ex|)ansion of existing facilities to snp- 

1 1 port the growth of health care programs. 

12 “(b) M at ktenan(;e op NewtjY Constructed 

13 Space. — The Secretary, acting throngh the SeiAice, is an- 

14 thorized to expend niaintenanee and improvement fmids 

15 to support maintenance of newly eonstnieted space only 

16 if such space falls within the approved supportable space 

17 allocation for the Indian Tribe or Tribal Organization. 

18 Supportable space allocation shall be defined throngh the 

19 negotiated nileniaking process proiided for under section 

20 802. 

21 “(c) REPijiVCBMENT FACILITIES. — 111 addition to 

22 using maintenance and improvement funds for renovation, 

23 modernization, and ex|)ansion of facilities, an Indian Tribe 

24 or Tribal Organization may use maintenance and iniprove- 

25 nient funds for construction of a replacement facility if 

26 the costs of renovation of such facility would exceed a 
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1 niaximnm renovation cost threshold. The maxininm ren- 

2 ovation cost threshold shall be determined through the ne- 

3 gotiated nileniaking process proeided for under section 

4 802. 

5 “SEC. 314. TRIBAL MANAGEMENT OF FEDERALLY OWNED 

6 QUARTERS. 

7 “(a) RENTiUj Rates. — 

8 “(1) Establishment. — Notwithstanding any 

9 other proiision of law, a Tribal Health Program 

10 which operates a hospital or other health facility and 

11 the federally owned quarters associated therewith 

12 pursuant to a contract or compact under the Indian 

13 Self-Determination and Education Assistance Act 

14 (25 U.S.C. 450 et seq.) shall have the authority to 

15 establish the rental rates charged to the occupants 

16 of such quarters by prcmding notice to the Secretary 

17 of its election to exercise such authority. 

18 “(2) OB.JECTTVES. — In establishing rental rates 

19 pursuant to authority of this subsection, a Tribal 

20 Health Program shall endeavor to achieve the follow- 

21 ing objectives: 

22 “(A) To base such rental rates on the rea- 

23 sonable value of the quarters to the occupants 

24 thereof. 
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1 “(B) To generate sufficient funds to pni- 

2 dently pimide for the operation and mainte- 

3 nanee of the quarters, and subject to the disere- 

4 tion of the Tribal Health Program, to supply 

5 reseiTe funds for capital repairs and replace- 

6 nient of the quarters. 

7 “(3) EQUiTiVKLE FUNDING. — ^Aiiy quarters 

8 whose rental rates are established by a Tribal 

9 Health ProgTam pursuant to this subsection shall 

10 remain eligible for quarters improvement and repair 

11 funds to the same extent as all federally ovmed 

12 quarters used to house personnel in Senices-sup- 

13 ported programs. 

14 “(4) Notice of iuvte ciuinge. — Tribal 

15 Health Program which exercises the authority pro- 

16 Hded under this subsection shall proHde oceupants 

17 vitli no less than 60 days notice of any change in 

18 rental rates. 

19 “(b) Dikect ColijBCtion of Rent. — 

20 “(1) In geneiuvIj. — Notwithstanding’ any other 

21 proHsion of law, and subject to paragraph (2), a 

22 Tribal Health Program shall have the authority to 

23 collect rents directly from Federal employees who oc- 

24 CTipy such quarters in accordance with the following: 
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“(A) The Tribal Health Program shall no- 
tify the Seeretaiy and the subject Federal em- 
ployees of its election to exercise its authority 
to collect rents directly from such Federal em- 
ployees. 

“(B) Upon receipt of a notice described in 
subparagraph (A), the Federal employees shall 
pay rents for oceupancy of such quarters di- 
rectly to the Tribal Health Program and the 
Secretary shall have no fnrther anthority to col- 
lect rents from such employees through pawoll 
dednetion or othenHse. 

“(C) Snell rent pa\anents shall be retained 
by the Tribal Health ProgTam and shall not be 
made payable to or otheniise be deposited with 
the United States. 

“(D) Snell rent pawnents shall be depos- 
ited into a separate aecomit which shall be used 
by the Tribal Health Program for the niainte- 
nanee (inelnding capital repairs and replace- 
ment) and operation of the quarters and facili- 
ties as the Tribal Health Program shall deter- 
mine. 

“(2) Ketkocession of authority. — If a 
Tribal Health Program which has made an election 
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1 under paragraph (1) requests retrocession of its au- 

2 tliority to directly collect rents from Federal eniploy- 

3 ees occup\dng federally owned quarters, such ret- 

4 rocession shall become effective on the earlier of — 

5 “(A) the first day of the month that begins 

6 no less than 180 days after the Tribal Health 

7 Program notifies the Secretary of its desire to 

8 retrocede; or 

9 “(B) such other date as may be mutually 

10 agreed by the Secretary and the Tribal Health 

1 1 Program. 

12 “(c) Rates in AIjASKj.v. — To the extent that a Tribal 

13 Health ProgTam, pursuant to authority granted in sub- 

14 section (a), establishes rental rates for federally ovried 

15 quarters provided to a Federal employee in Alaska, such 

16 rents may be based on the cost of comparable private rent- 

17 al housing in the nearest established community vitli a 

18 year-round population of 1,500 or more indhiduals. 

19 “SEC. 315. APPLICABILITY OF BUY AMERICAN ACT RE- 

20 QUIREMENT. 

21 “(a) AiuuaCxVBILITY. — T he Secretary shall errsrrre 

22 that the reqrrirernerrts of the Brry Arnericarr Act apply to 

23 all procurernerrts made vdth firrrds provided prrrsrrarrt to 

24 sectiorr 317. Irrdiarr Tribes arrd Tribal Orgarrizatiorrs shall 

25 be exempt from these reqrrirernerrts. 
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1 “(b) Effect of Violation. — If it has been finally 

2 determined by a court or Federal agency that any person 

3 intentionally affixed a label bearing a ‘Made in America’ 

4 inscription or any inscription Aitli the same meaning, to 

5 any product sold in or shipped to the United States that 

6 is not made in the United States, such person shall be 

7 ineligible to receive any contract or snbeontraet made with 

8 funds provided pursuant to section 317, pursuant to the 

9 debarment, suspension, and ineligibility procedures de- 

10 scribed in sections 9.400 through 9.409 of title 48, Code 

1 1 of Federal Kegulations. 

12 “(c) Definitions. — For purposes of this section, the 

13 term ‘Buy American Act’ means title III of the Act enti- 

14 tied ‘An Act making appropriations for the Treasury and 

15 Post Office Departments for the fiscal year ending June 

16 30, 1934, and for other purposes’, approved March 3, 

17 1933 (41 U.S.C. 10a et seq.). 

1 8 “SEC. 316. OTHER FUNDING FOR FACILITIES. 

19 “(a) Authority To Accept Funds. — The Sec- 

20 retary is authorized to accept from any source, inehrding 

21 Federal and State agencies, funds that are available for 

22 the constniction of health care facilities and use such 

23 funds to plan, design, and eonstnret health care facilities 

24 for Indians and to place such funds into a contract or coni- 

25 pact under the Indian Self-Determination and Education 
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1 Assistance Act (25 U.S.C. 450 et seq.)- Receipt of such 

2 funds shall have no effect on the priorities established pnr- 

3 snant to section 301. 

4 “(b) iNTEKiVGBNCY Agreements. — T he Secretary is 

5 authorized to enter into interagency agreements with 

6 other Federal agencies or State agencies and other entities 

7 and to accept funds from such Federal or State agencies 

8 or other sources to pimide for the planning, design, and 

9 constniction of health care facilities to be administered by 

10 Indian Health ProgTams in order to carry out the pnr- 

11 poses of this Act and the pmposes for which the funds 

12 were appropriated or for which the funds were otheiwise 

13 provided. 

14 “(c) TrzVXSFEKKED Funds. — ^A ny Federal agencj^ to 

15 which funds for the construction of health care facilities 

16 are appropriated is authorized to transfer such funds to 

17 the Secretary for the constniction of health care facilities 

18 to carry out the purposes of this Act as well as the pnr- 

19 poses for which such funds are appropriated to such other 

20 Federal agency. 

21 “(d) ESTiVBLISIIMENT OF STANDiiliDS. The Sec- 

22 retaiy, throiigh the Service, shall establish standards by 

23 regulation, developed by rulemaking under section 802, for 

24 the planning, design, and constniction of health care fa- 

25 cilities serHrig Indians under this Act. 
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1 “SEC. 317. AUTHORIZATION OF APPROPRIATIONS. 

2 “Tliere are authorized to be appropriated such sums 

3 as may be necessary for each fiscal year through fiscal 

4 year 2015 to carry out this title. 

5 “TITLE IV— ACCESS TO HEALTH 

6 SERVICES 

7 “SEC. 401. TREATMENT OF PAYMENTS UNDER SOCIAL SE- 

8 CURITY ACT HEALTH CARE PROGRAMS. 

9 “(a) Diske(P\rd of Medicare, MEDiCitiD, and 

10 SCHIP Payments in Determining Air^roi^rryitons. — 

11 Any pa\Tnents received by an Indian Health Program or 

12 by an Urban Indian Organization made under title XVIII, 

13 XIX, or XXI of the Social Security Act for services pro- 

14 \ided to Irrdiarrs eligible for berrefrts rrrrder sirelr respective 

15 titles shall rrot be corrsidered irr deterrnirrirrg appropria- 

16 tiorrs for the provisiorr of health care arrd services to Irrdi- 

17 arrs. 

18 “(b) NonpreferentlvIj Treatment. — Nothing irr 

19 this Act arrthorizes the Secretary to proHde services to arr 

20 Irrdiarr vith coverage rrrrder title XVHII, XIX, or XXI of 

21 the Social Seerrrity Act irr prefererree to arr Irrdiarr withorrt 

22 sircli coverage. 

23 “(e) Use op Funds. — 

24 “(1) SpecuvIj fund. — Notwithstarrdirrg arry 

25 other provisiorr of law, brrt srrbject to paragraph (2), 

26 pawnerrts to which a facility of the Service is errti- 
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1 tied by reason of a provision of the Soeial Seenrity 

2 Act shall be placed in a special fund to be held by 

3 the Secretary and first used (to sneli extent or in 

4 such anionnts as are proeided in appropriation Acts) 

5 for the purpose of rrrakirrg arry irrrprovernerrts irr the 

6 programs of the Ser-\iee which may be rrecessary to 

7 achieve or rnairrtairr eornpliarree vith the applicable 

8 corrditiorrs arrd reqrrirernerrts of titles XVIII, XIX, 

9 arrd XXI of the Soeial Seeirrity Act. Arry arnorrrrts to 

10 be reirnbrrrsed that are irr excess of the amorrrrt rrec- 

11 essary to achieve or rnairrtairr srrch corrditiorrs arrd 

12 reqrrirernerrts shall, srrbjeet to the eorrsrrltatiorr with 

13 Irrdiarr Tribes beirrg serwed by the Ser-^ice Urrit, be 

14 rrsed for redrreirrg the health resorrree defrcierrcies of 

15 the Irrdiarr Tribes. Irr rnakirrg pawnerrts from srreh 

16 firrrd, the Secretary shall errsrrre that each Ser-^ice 

17 Urrit of the Service receives 100 percerrt of the 

18 amorrrrt to which the facilities of the Ser'\ice, for 

19 which srrch Service Urrit makes eolleetiorrs, are errti- 

20 tied by reasorr of a prowsiorr of the Soeial Seerrrity 

21 Act. 

22 “(2) Direct payment option. — ParagTaph 

23 (1) shall not apply upon the election of a Tribal 

24 Health ProgTam under subsection (d) to receive pay- 

25 rneirts directly. No pawnent may be made out of the 
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1 special fund described in sneli paragraph 'with re- 

2 spect to reimbursement made for sendees provided 

3 during the period of such election. 

4 “(d) Direct Billing. — 

5 “(1) In genbilvIj. — Tribal Health Program 

6 may directly bill for, and receive payment for, health 

7 care items and sendees provided by such Indian 

8 Tribe or Tribal organization for which pa\rnent is 

9 made under title XVIII, XIX, or XXI of the Social 

10 Security Act or from any other third party payor. 

11 “(2) Direct REIMBURSEMENT. — 

12 “(A) Use of funds. — Each Tribal Health 

13 Program exercising the option described in 

14 paragraph (1) with respect to a program under 

15 a title of the Social Security Act shall be reini- 

16 bnrsed directly by that program for items and 

17 sendees furnished wdthont regard to section 

18 4()l(c), but all amounts so reimbursed shall be 

19 used by the Tribal Health Program for the pnr- 

20 pose of making any improvements in Tribal fa- 

21 cilities or Tribal Health Programs that may be 

22 necessary to achieve or maintain eompliance 

23 vdth the conditions and requirements applicable 

24 generally to such items and sendees under the 

25 program under such title and to pro\dde addi- 
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1 tional health eare sendees, improvements in 

2 health care facilities and Tribal Health Pro- 

3 grams, any health eare-related purpose, or oth- 

4 en\dse to achieve the objectives pro\dded in sec- 

5 tion 3 of this Act. 

6 “(B) Audits. — The amounts paid to an 

7 Indian Tribe or Tribal Organization exercising 

8 the option described in paragraph (1) vdth re- 

9 spect to a program under a title of the Social 

10 Security Act shall be subject to all auditing ro- 
ll quirements applicable to programs administered 

12 by an Indian Health Program. 

13 “(C) Identification of source of pay- 

14 MENTS. — If an Indian Tribe or Tribal Organi- 

15 zation receives funding from the Service rrrrder 

16 the Irrdiarr Self-Determirratiorr arrd Edrreatiorr 

17 Assistarrce Act or arr Urbarr Irrdiarr Orgarriza- 

18 tiorr receives frrrrdirrg from the Seridce rrrrder 

19 title V of this Act arrd receives reimbrrrsernerrts 

20 or pannerrts rrrrder title X\HH, XIX, or XXI of 

21 the Social Seerrrity Act, srrch Irrdiarr Tribe or 

22 Tribal Orgarrizatiorr, or Urbarr Irrdiarr Orgarriza- 

23 tiorr, shall provide to the Seridee a list of each 

24 proidder errrollmerrt rnrmber (or other iderrtifier) 
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1 under which it receives such reimbursements or 

2 pawnents. 

3 “(3) EXiVMINATION AND IMPIjEMBNTATION OF 

4 CtDtNGES. — Tlie Secretary, acting through the Seiw- 

5 ice and 'with tlie assistance of tlie Administrator of 

6 the Centers for Medicare & Medicaid Sendees, shall 

7 examine on an ongoing basis and implement any ad- 

8 ministrative changes that may be necessary to faeili- 

9 tate direct billing and reimbursement under the pro- 

10 gram established under this subsection, ineluding 

11 any agreements Adtli States that may be necessary 

12 to provide for direct billing under a program under 

13 a title of the Social Security Act. 

14 “(4) MhTIIDRitWiUj FKOM PROGRAM. — ^A Tribal 

15 Health ProgTam that bills directly under the pro- 

16 gTani established under this subsection may with- 

17 draw from participation in the same manner and 

18 under the same conditions that an Indian Tribe or 

19 Tribal Organization may retrocede a eontraeted pro- 

20 gTani to the Secretary rrrrder the airthority of the Irr- 

21 diarr Self-Deterrnirratiorr arrd Edrrcatiorr Assistarrce 

22 Act (25 U.S.C. 450 et seq.). All cost aecorrrrtirrg arrd 

23 billirrg airthority under the program established 

24 under this subsection shall be returned to the See- 
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1 retaiy upon the Secretary’s acceptance of the 'with- 

2 drawal of participation in this progTam. 

3 “SEC. 402. GRANTS TO AND CONTRACTS WITH THE SERV- 

4 ICE, INDIAN TRIBES, TRIBAL ORGANIZA- 

5 TIONS, AND URBAN INDIAN ORGANIZATIONS. 

6 “(a) Indlvx Tribes and TRiBiUj Organiza- 

7 TIONS. — Tlie Secretary, acting through the SeiAiee, shall 

8 make grants to or enter into contracts with Indian Tribes 

9 and Tribal Organizations to assist snch Tribes and Tribal 

10 Organizations in establishing and administering programs 

1 1 on or near reseiwations and tnist lands to assist indhidnal 

12 Indians — 

13 “(1) to enroll for benefits mider title XVIII, 

14 XIX, or XXI of the Social Security Act and other 

15 health benefits programs; and 

16 “(2) to pay preniimns for coverage for snch 

17 benefits, which may be based on financial need (as 

18 determined by the Indian Tribe or Tribes being 

19 seiwed based on a schedule of ineonie levels devel- 

20 oped or implemented by such Tribe or Tribes). 

21 “(b) Conditions. — The Secretary, acting through 

22 the Service, shall place conditions as deemed necessary to 

23 effect the purpose of this seetiorr irr arry grarrt or eorrtraet 

24 which the Secretary makes with arry Irrdiarr Tribe or Trib- 

25 al Orgarrizatiorr prrrsrrarrt to this seetiorr. Such corrditiorrs 
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1 shall include requirements that the Indian Tribe or Tribal 

2 Organization successfully undertake — 

3 “(1) to determine the population of Indians eli- 

4 gible for the benefits described in subsection (a); 

5 “(2) to educate Indians 'with respect to the ben- 

6 efits available under the respective programs; 

7 “(3) to provide transportation for such individ- 

8 ual Indians to the appropriate offices for enrollment 

9 or applications for such benefits; and 

10 “(4) to develop and implement methods of ini- 

11 proving the participation of Indians in receiving the 

12 benefits pimided under titles XVIII, XIX, and XXI 

13 of the Social Security Act. 

14 “(c) Agreements KEijiVriNG to IiiPKO\UNG Ex- 

15 KOIjIjMENT op IXOEtNS UXDEK SOCEUj SECURITY ACT 

16 PROGRiUIS. — 

17 “(1) AGREEMEXTS WUTTI SECRETiVRY TO IM- 
IS PRO\T5 RECEII’T AND PROCESSING OP AIUUACA- 

19 TIONS. — 

20 “(A) Authorization. — T he Secretary, 

21 acting through the Sendee, may enter into an 

22 agreement with an Indian Tribe, Tribal Organi- 

23 zation, or Urban Indian Organization which 

24 prowdes for the receipt and processing of appli- 

25 cations by Indians for assistance under titles 
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1 XIX and XXI of the Social Security Act, and 

2 benefits under title XVIII of such Act, by an 

3 Indian Health ProgTam or Urban Indian Orga- 

4 nization. 

5 “(B) Reimbursement of costs. — Such 

6 agreements may proHde for reimbursement of 

7 costs of ontreaeh, education regarding eligibility 

8 and benefits, and translation when such sendees 

9 are provided. The reimbursement may, as ap- 

10 propriate, be added to the applicable rate per 

11 encounter or be proHded as a separate fee-for- 

12 sendee pawnent to the Indian Tribe or Tribal 

13 Organization. 

14 “(C) Processing cl^vrified. — In this 

15 paragraph, the term ‘processing’ does not in- 

16 elude a final determination of eligibility. 

17 “(2) Agreements with states for out- 

18 REACH ON OR NEiVR RESERVATION. 

19 “(A) In GENERiiij. — In order to improve 

20 the access of Indians residing on or near a res- 

21 eivation to obtain benefits under title XIX or 

22 XXI of the Social Security Act, the Secretary 

23 shall encourage the State to take steps to pro- 

24 \dde for enrollment on or near the reservation. 

25 Srrch steps may irrchrde orrtreach efforts srrch as 


•S 1057 IS 



185 


182 

1 the ontstatioiiiiig of eligibility workers, entering 

2 into agreements mtli Indian Tribes and Tribal 

3 Organizations to provide ontreaeli, education re- 

4 garding eligibility and benefits, enrollment, and 

5 translation sendees when snch sendees are pro- 

6 \dded. 

7 “(B) CoNSTRUCTiox. — Nothing in snb- 

8 paragraph (A) shall be constnied as affecting 

9 arrangements entered into between States and 

10 Indian Tribes and Tribal Organizations for 

11 snch Indian Tribes and Tribal Organizations to 

12 conduct administrative activities under snch ti- 

13 ties. 

14 “(d) Facilitating Cooi’eilvtion. — The Secretary, 

15 acting through the Centers for Medicare & Medicaid Seiv- 

16 ices, shall take snch steps as are necessary to facilitate 

17 cooperation with, and agreements between. States and the 

18 Sendee, Indian Tribes, Tribal Organizations, or Urban In- 

19 diaii Organizations. 

20 “(e) AinnjCATiox to Urban Ixdlvx Organiza- 

21 TIOXS. — 

22 “(1) In gexeilUj. — The provisions of snb- 

23 section (a) shall apply with respect to grants and 

24 other funding to Urban Indian Organizations with 

25 respect to populations seiwed by snch organizations 
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1 ill the same manner they apply to grants and eon- 

2 traets mth Indian Tribes and Tribal Organizations 

3 'with respect to programs on or near reseiTations. 

4 “(2) Requikements. — T he Seeretaiy shall in- 

5 chide in the grants or contraets made or provided 

6 under paragraph (1) requirements that are — 

7 “(^) consistent with the requirements ini- 

8 posed by the Secretary under subsection (b); 

9 “(B) appropriate to Urban Indian Organi- 

10 zations and Urban Indians; and 

11 “(C) necessaiy to effect the piiiposes of 

12 this section. 

13 “SEC. 403. REIMBURSEMENT FROM CERTAIN THIRD PAR- 

14 TIES OF COSTS OF HEALTH SERVICES. 

15 “(a) Right op Reco\T]KY. — E xcept as provided in 

16 subsection (f), the United States, an Indian Tribe, or 

17 Tribal Organization shall have the right to recover from 

18 an insurance company, health maintenance organization, 

19 employee benefit plan, third-party tortfeasor, or any other 

20 responsible or liable third party (ineluding a political sub- 

21 dhision or local governmental entity of a State) the rea- 

22 sonable charges as determined by the Seeretaiy, and billed 

23 by the Secretary, an Indian Tribe, or Tribal Organization, 

24 in pimiding health sendees, through the Sendee, an In- 

25 diaii Tribe, or Tribal Organization to any indhddual to the 
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1 same extent that such individual, or any nongwernmental 

2 provider of such sendees, would be eligible to receive dam- 

3 ages, reimbursement, or indemnification for such charges 

4 or expenses if — 

5 “(1) such sendees had been pnmded by a non- 

6 governmental pnrnder; and 

7 “(2) such individual had been required to pay 

8 such charges or expenses and did pay such charges 

9 or exijenses. 

10 “(b) Limitations on RBCOtTSKiES From States. — 

11 Subsection (a) shall pro\dde a right of recovery against 

12 any State, only if the iiijuiy, illness, or disability for which 

13 health services were pro\dded is covered rrrrder — 

14 “(1) workers’ cornperrsatiorr laws; or 

15 “(2) a rro-fault automobile acciderrt irrsurarree 

16 plarr or program. 

17 “(c) NoNiUUUJCATiON OF Otiiek Laavs. — N o law of 

18 arry State, or of arry political subdhdsiorr of a State arrd 

19 rro prmdsiorr of arry corrtraet, irrsurarree or health rnairrte- 

20 rrarree orgarrizatiorr policy, employee berrefit plarr, self-irr- 

21 surarree plarr, rnarraged care plarr, or other health care plarr 

22 or progTarn errtered irrto or rerrewed after the date of the 

23 erraetrnerrt of the Irrdiarr Health Care Arnerrdrnerrts of 

24 1988, shall preverrt or hirrder the right of recovery of the 
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1 United States, an Indian Tribe, or Tribal Organization 

2 mider snbseetion (a). 

3 “(d) No Effect on Private Rights of Action. — 

4 No action taken by the United States, an Indian Tribe, 

5 or Tribal Organization to enforce the right of recovery 

6 prodded under this section shall operate to deny to the 

7 injured person the recovery for that portion of the person’s 

8 damage not covered herennder. 

9 “(e) Enforcement. — 

10 “(1) In generaIj. — The United States, an lu- 

ll diaii Tribe, or Tribal Organization may enforce the 

12 right of recovery prodtled under subsection (a) by — 

13 “(A) inteivening or joining in any eidl ae- 

14 tion or proceeding brought — 

15 “(i) by the indivklnal for whom health 

16 seidces were prodded by the Secretary, arr 

17 Irrtliarr Tribe, or Tribal Orgarrizatiorr; or 

18 “(ii) by arry represerrtative or heirs of 

19 sir eh irrdiddrral, or 

20 “(B) irrstitrrtirrg a cidl aetiorr, irrehrdirrg a 

21 cidl aetiorr for irrjrrrrctive relief arrd other relief 

22 arrd irrehrdirrg, with respect to a political srrb- 

23 didsiorr or local goverrrrnerrtal errtity of a State, 

24 srrch arr aetiorr agairrst arr official thereof. 
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1 “(2) Notice. — ^All reasonable efforts shall be 

2 made to pimide notice of action instituted under 

3 paragraph (1)(B) to the individnal to whom health 

4 sendees were provided, either before or during the 

5 pendency of such action. 

6 “(f) LmiTATiON. — Absent specific written anthoriza- 

7 tion by the governing body of an Indian Tribe for the pe- 

8 riod of such authorization (which may not be for a period 

9 of more than 1 year and which may be revoked at any 

10 time upon written notice by the governing body to the 

11 Sendee), the United States shall not have a right of recov- 

12 eiy under this section if the iiijnry, illness, or disability 

13 for which health sendees were provided is covered under 

14 a self-insurance plan funded by an Indian Tribe, Tribal 

15 Organization, or Urban Indian Organization. Wliere such 

16 authorization is pro\dded, the Sendee may receive and ex- 

17 pend such amounts for the provision of additional health 

18 sendees consistent with such authorization. 

19 “(g) Costs and Attorneys’ Fees. — In any action 

20 brought to enforce the provisions of this section, a prevail- 

21 ing plaintiff shall be awarded its reasonable attorneys’ fees 

22 and costs of litigation. 

23 “(h) Nonaluuacatton of Claims Filing Require- 

24 MENTS. — An insurance company, health maintenance or- 

25 ganization, self-insurance plan, managed care plan, or 
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1 other health care plan or program (under the Social Seen- 

2 rity Act or othen\rse) may not deny a claim for benefits 

3 submitted by the Sendee or by an Indian Tribe or Tribal 

4 Organization based on the format in which the claim is 

5 submitted if such format complies 'wdth the format re- 

6 quired for submission of claims under title XVIII of the 

7 Social Security Act or recognized under section 1175 of 

8 such Act. 

9 “(i) Ai’plication to Urban Induvn Okganiza- 

10 TIONS. — The prenous pimdsions of this section shall apply 

11 to Urban Indian Organizations with respect to populations 

12 seiwed by such Organizations in the same manner they 

13 apply to Indian Tribes and Tribal Organizations with re- 

14 spect to populations seiwed by such Indian Tribes and 

15 Tribal Organizations. 

16 “(j) Statute op Limitations. — The provisions of 

17 section 2415 of title 28, United States Code, shall apply 

18 to all actions commenced under this section, and the ref- 

19 erenees therein to the United States are deemed to include 

20 Indian Tribes, Tribal Organizations, and Urban Indian 

21 Organizations. 

22 “(k) Sa\tngs. — Nothing in this section shall be con- 

23 stnied to limit any right of recovery available to the 

24 United States, an Indian Tribe, or Tribal Organization 

25 under the proUsions of any applicable. Federal, State, or 
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1 Tribal law, including medical lien laws and the Federal 

2 Medical Care Kecoveiy Act (42 U.S.C. 2651 et seq.). 

3 “SEC. 404. CREDITING OF REIMBURSEMENTS. 

4 “(a) Use of AiiouxTS. — 

5 “(1) Retention by pkogiuui. — Except as pro- 

6 \ided in section 2()2(g) (relating to the Catastrophic 

7 Health Emergency Fund) and section 807 (relating 

8 to health sendees for ineligible persons), all reini- 

9 bnrsenients received or recovered under any of the 

10 programs described in paragraph (2), including 

11 under section 807, by reason of the proHsion of 

12 health sendees by the Sendee, by an Indian Tribe or 

13 Tribal Organization, or by an Urban Indian Organi- 

14 zation, shall be credited to the Sendee, such Indian 

15 Tribe or Tribal Organization, or such Urban Indian 

16 Organization, respectively, and may be used as pro- 

17 \dded in section 401. In the case of such a sendee 

18 pro\dded by or through a Sendee Unit, such 

19 amounts shall be credited to such unit and used for 

20 such puiposes. 

21 “(2) PkogRiUIS CIWISKED. — The programs re- 

22 ferred to in paragraph (1) are the followdng: 

23 “(A) Titles X\HII, XIX, and XXI of the 

24 


25 


Social Security Act. 

“(B) This Act, including section 807. 


•S 1057 IS 



192 


189 

1 “(C) Public Law 87-693. 

2 “(L>) Any other pro\isioii of law. 

3 “(b) No Offset of Amounts. — The Sendee may 

4 not offset or limit any amount obligated to any Sendee 

5 Unit or entity receiving funding from the Sendee because 

6 of the receipt of reimbursements under subsection (a). 

7 “SEC. 405. PURCHASING HEALTH CARE COVERAGE. 

8 “(a) In GENEiutij. — Insofar as amounts are made 

9 available under law (including a prowsion of the Social 

10 Security Act, the Indian Self-Determination and Edu- 

1 1 cation Assistance Act, or other law, other than under sec- 

12 tion 402) to Indian Tribes, Tribal Organizations, and 

13 Urban Indian Organizations for health benefits for Sendee 

14 beneficiaries, Indian Tribes, Tribal Organizations, and 

15 Urban Indian Organizations may use such amounts to 

16 purchase health benefits coverage for such beneficiaries in 

17 any manner, including through — 

18 “(1) a tribally OTOied and operated health care 

19 plan; 

20 “(2) a State or locally authorized or licensed 

21 health care plan; 

22 “(3) a health insurance provider or managed 

23 care organization; or 

24 “(4) a self-insured plan. 
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1 Tlie purchase of such coverage by an Indian Tribe, Tribal 

2 Organization, or Urban Indian Organization may be based 

3 on the financial needs of such beneficiaries (as determined 

4 by the Indian Tribe or Tribes being seived based on a 

5 schedule of income levels developed or implemented by 

6 such Indian Tribe or Tribes) . 

7 “(b) Exl^ensbs pok Self-Insuked Pij^vx. — I n the 

8 case of a self-insured plan under subsection (a)(4), the 

9 amounts may be used for expenses of operating the plan, 

10 including administration and insurance to limit the finan- 

1 1 cial risks to the entity offering the plan. 

12 “(c) CONSTKUCTION. — Nothing in this section shall 

13 be construed as affecting the use of any amounts not re- 

14 ferred to in subsection (a). 

15 “SEC. 406. SHARING ARRANGEMENTS WITH FEDERAL AGEN- 

16 CIES. 

17 “(a) Authority. — 

18 “(1) In GENERiiij. — The Secretary may enter 

19 into (or exirand) arrangements for the sharing of 

20 medical facilities and seiTTces between the Service, 

21 Irrdiarr Tribes, arrd Tribal Orgarrizatiorrs arrd the De- 

22 partrnerrt of Veterarrs Affairs arrd the Departrnerrt of 

23 Deferrse. 

24 “(2) Consultation by secreiyyry ke- 

25 QUIKED. — The Secretary may rrot frrralize arry ar- 
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1 raiigenient between the Sendee and a Department 

2 described in paragrapli (1) 'nitliont first consnlting 

3 'with the Indian Tribes which 'will be significantly af- 

4 feeted by the arrangement. 

5 “(b) Limitations. — The Secretary shall not take 

6 any action mider this section or nnder snbehapter W of 

7 chapter 81 of title 38, United States Code, which would 

8 impair — 

9 “(1) the priority access of any Indian to health 

10 care seiwices prowded throngh the Sei'^ice and the 

11 eligibility of any Indian to receive health seiTices 

12 throngh the SeiTice; 

13 “(2) the quality of health care services prowded 

14 to arry Irrdiarr throrrgh the Service; 

15 “(3) the priority access of arry veterarr to health 

16 care ser-^ices prmided by the Departrnerrt of Veter- 

17 arrs Affairs; 

18 “(4) the qrrality of health care services prmided 

19 by the Departrnerrt of Veterarrs Affairs or the De- 

20 partmerrt of Deferrse; or 

21 “(5) the eligibility of arry Irrdiarr who is a vet- 

22 erarr to receive health ser-^ices throrrgh the Depart- 

23 rnerrt of Veterarrs Affairs. 

24 “(c) Reimbursement. — The SeiTice, Indian Tribe, 

25 or Tribal Organization shall be reimbrrrsed by the Depart- 
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1 nieiit of Veterans Affairs or the Department of Defense 

2 (as the case may be) where sendees are pro\dded throngdi 

3 the Sendee, an Indian Tribe, or a Tribal Organization to 

4 benefieiaries eligible for sendees from either sneh Depart- 

5 nient, notwithstanding any other provision of law. 

6 “(d) CONSTKUCTION. — Nothing in this section may 

7 be constnied as creating any right of a non-Indian veteran 

8 to obtain health sendees from the Sendee. 

9 “SEC. 407. PAYOR OF LAST RESORT. 

10 “Indian Health Programs and health care programs 

11 operated by Urban Indian Organizations shall be the 

12 payor of last resort for sendees provided to persons eligdble 

13 for sendees from Indian Health Programs and Urban In- 

14 dian Organizations, notwithstanding any Federal, State, 

15 or local law to the contrary. 

16 “SEC. 408. NONDISCRIMINATION IN QUALIFICATIONS FOR 

17 REIMBURSEMENT FOR SERVICES. 

18 “For purposes of determining the eligibility of an en- 

19 tity that is operated by the SeiHee, an Indian Tribe, Trib- 

20 al Organization, or Urban Indian Organization to receive 

21 pawnent or reimbnrsement from any federally fnnded 

22 health care program for health care seiHees it fnrnishes 

23 to an Indian. Sneh program ninst pro\dde that sneh entity, 

24 meeting generally applicable State or other requirements 

25 applicable for participation, ninst be accepted as a pro- 
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1 \ider on the same basis as any other qualified provider, 

2 except that any requirement that the entity be licensed 

3 or recognized nnder State or local law to furnish such 

4 sendees shall be deemed to have been met if the entity 

5 meets all the applicable standards for such licensure, but 

6 the entity need not obtain a license or other doemnenta- 

7 tion. In determining whether the entity meets sneli stand- 

8 ards, the absence of licensure of any staff member of the 

9 entity may not be taken into aeeonnt. 

10 “SEC. 409. CONSULTATION. 

11 “(a) TriilUj TECHNiCiUj AimsoRY Group 

12 (TTAG). — The Secretary shall maintain 'within the Cen- 

13 ters for Medicaid & Medicare Sendees (CMS) a Tribal 

14 Technical Ad\dsory Group, established in accordance with 

15 requirements of the charter dated September 30, 2003, 

16 and in such group shall include a representative of the 

17 Urban Indian Organizations and the Sendee. The rep- 

18 resentative of the Urban Indian Organization shall be 

19 deemed to be an elected officer of a tribal government for 

20 purposes of apphdng section 204(b) of the Unfunded Man- 

21 dates Reform Act of 1995 (2 U.S.C. 1534(b)). 

22 “(b) Solicitation op MEDiCitiD Aiatce. — 

23 “(1) In geneilvIj. — ^A s part of its plan under 

24 title XIX of the Social Security Act, a State in 

25 which the Seiwdee operates or funds health care pro- 
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1 grams, or in wliidi 1 or more Indian Health Pro- 

2 grams or Urban Indian Organizations pimide health 

3 care in the State for which medical assistance is 

4 available under sncli title, may establish a process 

5 under which the State seeks ad\ice on a regular, on- 

6 going basis from designees of snch Indian Health 

7 Programs and Urban Indian Organizations on niat- 

8 ters relating to the application of snch title to and 

9 likely to have a direct effect on snch Indian Health 

10 Programs and Urban Indian Organizations. 

11 “(2) Manxbr of AiwacE. — The process de- 

12 scribed in paragraph (1) should inclnde solicitation 

13 of adOce prior to submission of any plan amend- 

14 ments, waiver requests, and proposals for deni- 

15 onstration projects likely to have a direct effect on 

16 Indians, Indian Health Programs, or Urban Indian 

17 Organizations. Snch process may inclnde appoint- 

18 ment of an athisoiy committee and of a designee of 

19 snch Indian Health Programs and Urban Indian Or- 

20 ganizations to the medical care adOsoiy committee 

21 adHsing the State on its medicaid plan. 

22 “(3) Payment of exi^bnses. — The reasonable 

23 expenses of earrHng ont this subsection shall be eli- 

24 gible for reimbursement under section 1903 (a) of 

25 the Social Security Act. 
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1 “(c) CONSTKUCTION. — Nothing in this section shall 

2 be constnied as superseding existing advisory committees, 

3 working groups, or other advisory procedures established 

4 by the Secretary or by any State. 

5 “SEC. 410. STATE CHILDREN’S HEALTH INSURANCE PRO- 

6 GRAM (SCHIP). 

7 “(a) OptioNxUj Use op Funds for Indian Health 

8 PROHRiUi Payments. — S ubject to the succeeding pro\i- 

9 sions of this section, a State may proHde under its State 

10 child health plan under title XXI of the Social Security 

1 1 Act (regardless of whether such plan is implemented under 

12 such title, title XIX of such Act, or both) for pawnents 

13 under this section to Indian Health Programs and Urban 

14 Indian Organizations operating in the State. Such pay- 

15 merits shall be treated under title XXI of the Social Secii- 

16 rity Act as exirenditiires described in section 

17 21()5(a)(l)(A) of such Act. 

18 “(b) Use of Funds. — P awnents under this section 

19 may be used only for exirenditiires described in clauses (i) 

20 through (iii) of section 2105(a)(1)(D) of the Social Secii- 

21 rity Act for targeted low-incorne children or other low-in- 

22 come children (as defined in 2110 of such Act) who are — 

23 “(1) Indians; or 

24 “(2) otherwise eligible for health seiHces from 

25 the Indian Health ProgTarn involved. 
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1 “(c) SpecijVIj Restrictions. — The folloiiing condi- 

2 tions apply to a State electing to provide paweiits under 

3 this section: 

4 “(1) No IjIjiitation on other sciiip partici- 

5 RATION op, or provider PAYilENTS TO, INDRtN 

6 iieaIjTII programs. — The State may not exclude or 

7 limit participation of othenvise eligible Indian 

8 Health Programs in its State child health program 

9 under title XXI of the Social Security Act or its 

10 medicaid program under title XIX of such Act or 

11 pay such Programs less than they othenHse would 

12 as participating pimiders on the basis that pay- 

13 ments are made to such Programs under this sec- 

14 tion. 

15 “(2) No IJMITATION ON OTHER SCIIIP EIJGI- 

16 BILITY OF INDIANS. — The State may not exclude or 

17 limit participation of othen\ise eligible Indian chil- 

18 dren in such State child health or medicaid program 

19 on the basis that pa\rnents are made for assistance 

20 for such children under this section. 

21 “(3) Limitation on acceptance of con- 

22 TRIPjUTIONS. — 

23 “(A) In genbigHj. — The State may not ac- 

24 


25 


cept contributions or condition making of pay- 
ments under this section upon contribution of 
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1 funds from any Indian Health Program to meet 

2 the State’s non-Federal matehing fund reqnire- 

3 nients under titles XIX and XXI of the Soeial 

4 Security Act. 

5 “(B) Contribution defined. — For pnr- 

6 poses of subparagraph (A), the term ‘contribn- 

7 tion’ includes any tax, donation, fee, or other 

8 pa\Tnent made, whether made voluntarily or in- 

9 voluntarily. 

10 “(d) Ai^peication op SEivvKiVTE 10 Percent Limi- 

11 TATION. — Pa\Tnent may be made under section 2105(a) 

12 of the Social Security Act to a State for a fiscal year for 

13 pawnents under this section up to an aniomit equal to 10 

14 percent of the total amount available under title XXI of 

15 such Act (inclnding allotments and reallotments available 

16 from previous fiscal years) to the State with respect to 

17 the fiscal year. 

18 “(e) GENERiiij Terms. — ^A pajnnent under this sec- 

19 tion shall only be made upon application to the State from 

20 the Indian Health Program involved and under such terms 

21 and conditions, and in a form and manner, as the Sec- 

22 retaiy determines appropriate. 

23 “SEC. 411. SOCIAL SECURITY ACT SANCTIONS. 

24 “(a) Requests for WjUver of Sanctions. — 
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1 “(1) In gbnekaIj. — F or purposes of apphdiig 

2 any authority under a provision of title XI, XVIII, 

3 XIX, or XXI of the Soeial Seeurity Act to seek a 

4 waiver of a sanction imposed against a health care 

5 pro\ider insofar as that provider provides sei'\ices to 

6 indhiduals through an Indian Health Program, the 

7 Indian Health Program shall request the State to 

8 seek such waiver, and if such State has not sought 

9 the waiver within 60 days of the Indian Health Pro- 

10 gTani request, the Indian Health Program itself may 

1 1 petition the Secretary for srrch waiver. 

12 “(2) Proceduke. — I rr seekirrg a waiver rrrrder 

13 paragraph (1), the Irrdiarr Health Program rnrrst 

14 proHde rrotice arrd a copy of the reqrrest, irrchrdirrg 

15 the reasorrs for the waiver sorrght, to the State. The 

16 Secretary may eorrsider the State’s Hews irr the de- 

17 terrnirratiorr of the waiver reqrrest, brrt may rrot with- 

18 hold or delay a deterrnirratiorr based orr the lack of 

19 the State’s Hews. 

20 “(b) SiVEE HiVRBOK FOR TmtNSACTIONS BETWEEN 

21 AND AiiONG Inddvn HEiii/iTi Care PROGmUIS. — For 

22 prrrposes of applHrrg seetiorr 1128B(b) of the Social Seeu- 

23 rity Act, the exeharrge of arrHhirrg of vahre betweerr or 

24 arnorrg the follovirrg shall rrot be treated as rernrrrreratiorr 


•S 1057 IS 



202 


199 

1 if the exchange arises from or relates to any of the follow- 

2 ing health progTams: 

3 “(1) An exchange between or among the follow- 

4 ing: 

5 “(A) Any Indian Health Program. 

6 “(B) Any Urban Indian Organization. 

7 “(2) An exchange between an Indian Tribe, 

8 Tribal Organization, or an Urban Indian Organiza- 

9 tion and any patient seiwed or eligible for sendee 

10 from an Indian Tribe, Tribal Organization, or 

11 Urban Indian Organization, including patients 

12 seiwed or eligible for sendee pursuant to section 807, 

13 but only if such exchange — 

14 “(A) is for the pmpose of transporting the 

15 patient for the provision of health care items or 

16 sendees; 

17 “(B) is for the purpose of pimdding lions- 

18 ing to the patient (including a pregnant pa- 

19 tient) and immediate family members or an es- 

20 eort ineidental to assuring the timely pro\dsion 

21 of health care items and seiHces to the patient; 

22 “(C) is for the purpose of pa\drrg pre- 

23 rnhrnis, eopawnerrts, dedrretibles, or other eost- 

24 sharirrg orr behalf of patierrts; or 
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1 “(D) consists of an item or senice of small 

2 value that is provided as a reasonable incentive 

3 to secure timely and necessary preventive and 

4 other items and sendees. 

5 “(3) Other exchanges invohdng an Indian 

6 Health Program, an Urban Indian Organization, or 

7 an Indian Tribe or Tribal Organization that meet 

8 such standards as the Secretary of Health and 

9 Human Sendees, in consultation vdth the Attorney 

10 General, determines is appropriate, taking into ac- 

1 1 count the special circumstances of such Indian 

12 Health Programs, Urban Indian Organizations, In- 

13 diaii Tribes, and Tribal Organizations and of pa- 

14 tients served by Indian Health Programs, Urban In- 

15 diaii Organizations, Indian Tribes, and Tribal Orga- 

16 nizations. 

17 “SEC. 412. COST SHARING. 

18 “(a) CoinsurjVxcb, Copayments, and 

19 Deductip>IjES. — Notvdthstanding any other proHsion of 

20 Federal or State law — 

21 “(1) Protection for eligible Ind ia ns 

22 under soclaij security act HEiVr/ni pro- 

23 GRAiis. — No Indian who is furnished an item or 

24 seiAdce for which pawnent may be made under title 
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1 XIX or XXI of the Social Security Act may be 

2 charged a deductible, copa\Tuent, or coinsurance. 

3 “(2) Protbctiox for Indians. — No Indian 

4 who is furnished an item or sendee by the Sendee 

5 may be charged a deductible, copawnent, or eoinsur- 

6 ance. 

7 “(3) No REDUCTION IN AilOUNT OP PAYMENT 

8 TO INDLVN iiE^vi/ni PRO\YDERS. — The pawiieiit or 

9 reimbursement due to the Sendee, Indian Tribe, 

10 Tribal Organization, or Urban Indian Organization 

11 under title XIX or XXI of the Social Security Act 

12 may not be reduced by the amount of the deductible, 

13 eopa\Tnent, or coinsurance that would be due from 

14 the Indian but for the operation of this section. 

15 “(b) Exemption From MEDitJiViD and SCHIP Pre- 

16 miums. — NotAdthstanding any other provision of Federal 

17 or State law, no Indian who is othen\dse eligible for sen- 

18 ices under title XIX of the Social Security Act (relating 

19 to the medicaid program) or title XXI of such Act (relat- 

20 ing to the State children’s health insurance program) may 

21 be charged a premium, enrollment fee, or similar charge 

22 as a condition of receiving benefits under the program 

23 under the respective title. 

24 “(c) Treatment op Certain Property for Med- 

25 ICAID Eeigip>iIjITY. — Notvdthstanding any other pro\dsion 
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1 of Federal or State law, the following property may not 

2 be included when determining eligibility for sendees under 

3 title XIX of the Social Security Act: 

4 “(1) Property, inclnding real property and ini- 

5 provements, located on a reseiwation, inclnding any 

6 federally recognized Indian Tribe’s reseiwation, 

7 I’neblo, or Colony, inclnding former reseiwations in 

8 Oklahoma, Alaska Native regions established by the 

9 Alaska Native Claims Settlement Act and Indian al- 

10 lotments on or near a reservation as designated and 

1 1 approved by the Bureau of Indian Affairs of the De- 

12 partment of the Interior. 

13 “(2) For any federally recognized Tribe not de- 

14 scribed in paragraph (1), property located within the 

15 most recent boundaries of a prior Federal reseiva- 

16 tion. 

17 “(3) Ownership interests in rents, leases, royal- 

18 ties, or usage rights related to natural resources (in- 

19 eluding extraction of natural resources or haivesting 

20 of timber, other plants and plant products, animals, 

21 fish, and shellfish) resulting from the exercise of fed- 

22 erally protected rights. 

23 “(4) Ownership interests in or usage rights to 

24 items not covered by paragraphs (1) through (3) 

25 that have unique religions, spiritual, traditional, or 
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1 cultural significance or rights that support subsist- 

2 dice or a traditional life style according to applicable 

3 tribal law or custom. 

4 “(d) Continuation of Current Law Protec- 

5 TIONS OP CERTiVIN InIIUVN PROPERTY FrOM MeDICAID 

6 Estate Kbcomsry. — I ncome, resources, and property 

7 that are exempt from medicaid estate recovery under title 

8 XIX of the Social Security Act as of April 1, 2003, under 

9 manual instmctions issued to cany out section 1917(b)(3) 

10 of such Act because of Federal responsibility for Indian 

11 Tribes and Alaska Native Villages shall remain so exempt. 

12 Nothing in this subsection shall be constnied as prevent- 

13 ing the Secretary from prondirrg additiorral medicaid es- 

14 tate recovery exernptiorrs for Irrdiarrs. 

15 “SEC. 413. TREATMENT UNDER MEDICAID MANAGED CARE. 

16 “(a) Proiusion of Services, to Enrollees With 

17 Non-Induvn Mediiaid ^Lvnaged C^uie Entities, by 

18 iNDUtN HEiii/ni Progiuuis and Urpw\n Induvn Organi- 

19 ZATIONS. 

20 “(1) Payment rules. — 

21 “(A) In geneilvIj. — S ubject to subpara- 

22 graph (B), in the case of an Indian who is en- 

23 rolled vith a non-Indian medicaid managed care 

24 entity (as defined in subsection (c)) and who re- 

25 ceives covered medicaid managed care services 
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from ail Indian Health Progi'am or an Urban 
Indian Organization, whether or not it is a par- 
ticipating proHder with respect to such entity, 
the following niles apply: 

“(i) Direct payment. — The entity 
shall make prompt pa\Tnent (in accordance 
with niles applicable to medicaid managed 
care entities under title XIX of the Social 
Seemity Act) to the Indian Health Pro- 
gram or Urban Indian Organization at a 
rate established by the entity for such seiw- 
ices that is equal to the rate negotiated be- 
tw'een such entity and the Program or Or- 
ganization involved or, if such a rate has 
not been negotiated, a rate that is not less 
than the level and amount of pawnent 
which the entity would make for the seiw- 
ices if the sendees were fnrnislied by a pro- 
cider wiiicli is not such a Program or Or- 
ganization. 

“(ii) Payment through state. — If 
there is no arrangement for direct pawnent 
under clause (i) or if a State procides for 
this clause to apply in lien of clause (i), 
the State shall pimide for pacrnent to the 
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Indian Health Program or Urban Indian 
Organization under its State program 
nnder title XIX of sncli Aet at the rate 
that would be otlienHse applicable for sncli 
sendees nnder such progTam and shall pro- 
Hde for an appropriate adjustment of the 
capitation pawnent made to the entity to 
take into account such pa\Tnent. 

“(B) COMPIjIiVNCE WITH GENBIIiVIjLY 
lUjItJiVBIjE REQUIREMENTS. 

“(i) In GENEiuiJj. — Except as otlier- 
MTse proHded, as a condition of pawnent 
nnder subparagraph (A), the Indian 
Health Program or Urban Indian Organi- 
zation shall comply Mitli the generally ap- 
plicable requirements of title XIX of the 
Social Security Act with respect to covered 
sendees. 

“(ii) Satisfaction of ci^iUM re- 
quirement. — Any requirement for the 
submission of a claim or other doenmenta- 
tion for sendees covered nnder subpara- 
graph (A) by the enrollee is deemed to be 
satisfied tlirongli the submission of a claim 
or other doemnentation by the Indian 
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1 Health Program or Urban Indian Organi- 

2 zation consistent with section 403(h). 

3 “(C) Construction. — Nothing in this 

4 subsection shall be construed as wahing the ap- 

5 plication of section 1902(a)(30)(A) of the Social 

6 Security Act (relating to application of stand- 

7 ai'ds to assure that pawnents are consistent 

8 with efficiency, economy, and quality of care). 

9 “(2) EnkoiJjEE option to select an indlvn 

10 TI E AT, TIT PKOGRAAI OK UKPjAN INDLAN ORGANIZATION 

11 AS PRIIVLAKY lAVKE PKOAUDER. 111 the Case of a 11011 - 

12 Indian medicaid managed care entity that — 

13 “(A) has an Indian enrolled with the en- 

14 thy; and 

15 “(B) has an Indian Health ProgTam or 

16 Urban Indian Organization that is participating 

17 as a primaiy care pimider within the netw^ork 

18 of the entity, 

19 insofar as the Indian is otlienvise eligible to receive 

20 senices from such ProgTam or Organization and the 

21 Program or Organization has the capacity to proiide 

22 primaiy care senices to such Indian, the Indian 

23 shall be allow^ed to choose such Program or Organi- 

24 zation as the Indian’s primaiy care proiider under 

25 the entity. 
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1 “(b) Offering of ^LvNAGED C^vke Tiikougii In- 

2 i)L\N MediCj.\id ]\'Lvnagei) Cake Entities. — — 

3 “(1) a State elects to provide sendees tlirongdi 

4 medicaid managed care entities under its medicaid 

5 managed care program; and 

6 “(2) an Indian Health Program or Urban In- 

7 diaii Organization that is funded in whole or in part 

8 by the Sendee, or a consortium thereof, has estab- 

9 lislied an Indian medicaid managed care entity in 

10 the State that meets generally applicable standards 

1 1 required of such an entity under such medicaid man- 

12 aged care program, 

13 the State shall offer to enter into an agreement vltli the 

14 entity to seiwe as a medicaid managed care entity with 

15 respect to eligible Indians served by such entity under 

16 such program. 

17 “(e) SpECLUj RuIjES FOK InDEVN ftUtNAGEI) Cj.\KE 

18 Entities. — T he follovdng are special rules regardirrg the 

19 applieatiorr of a medicaid marraged care program to Irrdiarr 

20 medicaid marraged care errtities: 

21 “(1) Enrollment. — 

22 “(A) Limitation to indl\.ns. — ^A n Indian 

23 

24 


25 


medicaid managed care entity may restrict en- 
rollment under such program to Indians and to 
members of speeifre Tribes in the same manner 
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as Indian Health Programs may restrict the de- 
livery of seiHces to sncli Indians and tribal 
members. 

“(B) No LESS CHOICE OF PIvVNS. — Under 
such program the State may not limit the 
elioiee of an Indian among medicaid managed 
care entities only to Indian medicaid managed 
care entities or to be more restrictive than the 
choice of managed care entities offered to indi- 
Hdnals who are not Indians. 

“(C) Default bnkoijaient. — 

“(i) In gexeilUj. — If sncli program 
of a State requires the enrollment of Indi- 
ans in a medicaid managed care entity in 
order to receive benefits, the State shall 
proHde for the enrollment of Indians de- 
scribed in clause (ii) who are not otlienvise 
enrolled with sncli an entity in an Indian 
medicaid managed care entity described in 
sncli danse. 

“(ii) IxDLiN described. — ^Aii Indian 
described in this clause, with respect to an 
Indian medicaid managed care entity, is an 
Indian who, based upon the sendee area 
and capacity of the entity, is eligible to be 
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1 enrolled 'with the entity consistent with 

2 subparagraph (A). 

3 “(D) Exception to state lock-in. — 

4 request by an Indian who is enrolled under such 

5 program iiitli a non-Indian medicaid managed 

6 care entity to change enrollment with that en- 

7 tity to enrollment with an Indian medicaid 

8 managed care entity shall be considered cause 

9 for gTanting such request under procedures 

10 specified by the Secretary. 

11 “(2) Flexibility in xiiuuucATiON op soij- 

12 \T5NCY. — In apphdng section 1903(m)(l) of the So- 

13 eial Security Act to an Indian medicaid managed 

14 care entity — 

15 “(A) any reference to a ‘State’ in subpara- 

16 graph (A)(ii) of that section shall be deemed to 

17 be a reference to the ‘Secretary’; and 

18 “(B) the entity shall be deemed to be a 

19 public entity described in subparagraph (C)(ii) 

20 of that section. 

21 “(3) Exceptions to iYovance directptss. — 

22 The Secretary may modify or waive the require- 

23 ments of section 1902(w) of the Social Security Act 

24 (relating to pimision of Yritten materials on ad- 

25 vanee directives) insofar as the Secretary finds that 
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1 the requirements otheradse imposed are not an ap- 

2 propriate or effective way of communicating tlie in- 

3 formation to Indians. 

4 “(4) FijExibiijIty in ixformiVtion and mar - 

5 KETING. 

6 “(A) MaterevIjS. — T he Secretary may 

7 modify requirements under section 1932(a)(5) 

8 of the Social Security Act in a manner that ini- 

9 proves the materials to take into account the 

10 special eireumstanees of such entities and their 

11 enrollees while maintaining and clearly coniniu- 

12 nicating to potential enrollees their rights, pro- 

13 teetions, and benefits. 

14 “(B) Distribution op marke ting vrate- 

15 ruaIjS. — T he proAisions of section 

16 1932(d)(2)(B) of the Social Security Act re- 

17 quiring the distribution of marketing materials 

18 to an entire seiAdce area shall be deemed satis- 

19 tied in the case of an Indian medicaid managed 

20 care entity that distributes appropriate mate- 

21 rials only to those Indians who are potentially 

22 eligible to enroll A\dth the entity in the sendee 

23 area. 

24 “(d) i'LAijPiUACTiCE Insurance. — I nsofar as, under 

25 a medicaid managed care program, a health care proAdder 
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1 is required to have medieal malpraetice iiisuraiiee coverage 

2 as a condition of eontraeting as a provider with a medicaid 

3 managed care entity, an Indian Health Program, or an 

4 Urban Indian Organization that is a Federally-qualified 

5 health center under title XIX of the Social Security Act, 

6 that is covered under the Federal Tort Claims Act (28 

7 U.S.C. 1346(b), 2671 et seq.) is deemed to satisfy such 

8 requirement. 

9 “(e) Definitioxs. — For purposes of this section: 

10 “(1) MEDItXilD MA NAGED CiVRE ENTITY. The 

11 term ‘medicaid managed care entity’ means a man- 

12 aged care entity (whether a managed care organiza- 

13 tion or a primary care ease manager) under title 

14 XIX of the Social Security Act, whether pursuant to 

15 section 19()3(ni) or section 1932 of such Act, a waiv- 

16 er under section 1115 or 1915(b) of such Act, or 

17 otheiAvise. 

18 “(2) InDEAN MEDICiAID MA NAGED CiVRE EN- 

19 TTTY. — The term ‘Indian medicaid managed care en- 

20 tity’ means a managed care entity that is controlled 

21 (vitliin the meaning of the last sentence of section 

22 1903(ni)(l)(C) of the Social Security Act) by the In- 

23 diaii Health SeiAiee, a Tribe, Tribal Organization, or 

24 Urban Indian Organization (as such terms are de- 

25 fined in section 4), or a consortium, which may be 
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1 composed of 1 or more Tribes, Tribal Organizations, 

2 or Urban Indian Organizations, and wliicli also may 

3 include the Sendee. 

4 “(3) NOX-lNDIiVX MEDICiUD MAXAGED Ci\KE 

5 EXTITY. — The term ‘non-Indian medicaid managed 

6 care entity’ means a medicaid managed care entity 

7 that is not an Indian medicaid managed care entity. 

8 “(4) Co\'EKEl) MEDICiVIl) MitXAGEl) Cj.\KE 

9 SERVICES. — The term ‘covered medicaid managed 

10 care sendees’ means, vdth respect to an individual 

11 enrolled wdth a medicaid managed care entity, items 

12 and sendees that are 'within the scope of items and 

13 sendees for which benefits are available 'wdtli respect 

14 to the indhddnal under the contract between the en- 

15 tity and the State involved. 

16 “(5) MeDIC^YID VEiXAGED CiYRE PKOGIEUI. — 

17 The term ‘medicaid managed care progTam’ means 

18 a program under sections 1903(ni) and 1932 of the 

19 Social Security Act and includes a managed care 

20 program operating under a waiver under section 

21 1915(b) or 1115 of such Act or othen\dse. 

22 “SEC. 414. NAVAJO NATION MEDICAID AGENCY FEASIBIL- 

23 ITY STUDY. 

24 “(a) Study. — The Secretary shall conduct a study 

25 to determine the feasibility of treating the Navajo Nation 
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1 as a State for the purposes of title XIX of the Soeial Seen- 

2 rity Act, to pimide sei'^ices to Indians Ihing within the 

3 boundaries of the Navajo Nation through an entity estab- 

4 lished having the same authority and performing the same 

5 functions as single-State medicaid agencies responsible for 

6 the administration of the State plan under title XIX of 

7 the Social Security Act. 

8 “(b) CONSIDER/VTIONS. — 111 conducting the study, 

9 the Secretary shall consider the feasibility of — 

10 “(1) assigning and pa\irig all expenditures for 

11 the prxmsion of sendees and related adrninistration 

12 funds, under title XIX of the Social Security Act, to 

13 Indians Ihdng within the boundaries of the Navajo 

14 Nation that are currently paid to or would othen\dse 

15 be paid to the State of Arizona, New Mexico, or 

16 Utah; 

17 “(2) prxniding assistance to the Navajo Nation 

18 in the development and implementation of such en- 

19 tity for the administration, eligibility, pawnent, and 

20 delivery of medical assistarree rrrrder title XIX of the 

21 Social Seerrrity Act; 

22 “(3) proxidirrg arr appropriate level of rnatchirrg 

23 firrrds for Federal medical assistarree with respect to 

24 arnorrrrts srrch errtity exjrerrds for medical assistarree 

25 for services arrd related adrnirristrative costs; arrd 
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1 “(4) authorizing’ the Seeretaiy, at the option of 

2 the Navajo Nation, to treat the Navajo Nation as a 

3 State for the purposes of title XIX of the Soeial Se- 

4 eurity Aet (relating to the State children’s health in- 

5 surance program) under terms equivalent to those 

6 described in paragraphs (2) through (4). 

7 “(c) Report. — Not later then 3 years after the date 

8 of enactment of the Indian Health Act Improvement Act 

9 Amendments of 2005, the Secretary shall srrbrnit to the 

10 Committee of Irrdiarr Affairs arrd Committee orr Firrarrce 

1 1 of the Serrate arrd the Committee orr Resorrrces arrd Corn- 

12 rrrittee orr Ways arrd Mearrs of the Horrse of Represerrta- 

13 fives a report that irrchrdes — 

14 “(1) the resrrlts of the strrdy rrrrder this sectiorr; 

15 “(2) a srrrnrnary of arry corrsrrltatiorr that oc- 

16 errrred betweerr the Secretary arrd the Navajo Na- 

17 tiorr, other Irrdiarr Tribes, the States of Ardzorra, 

18 New Mexico, arrd Utah, corrrrties which irrchrde Nav- 

19 ajo Larrds, arrd other irrterested parties, irr eorrdrrct- 

20 irrg this strrdy; 

21 “(3) projected costs or sawrrgs associated with 

22 establishrnerrt of srrch errtity, arrd arry estimated irn- 

23 pact orr services prowded as described irr this sectiorr 

24 irr relatiorr to probable costs or sawrrgs; arrd 
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1 “(4) legislative actions that would be required 

2 to authorize the establishmeut of such entity if such 

3 entity is determined by the Secretary to be feasible. 

4 “SEC. 415. AUTHORIZATION OF APPROPRIATIONS. 

5 “There are authorized to be appropriated such sums 

6 as may be necessary for each fiscal year throrrgh fiscal 

7 year 2015 to carry out this title. 

8 “TITLE V— HEALTH SERVICES 

9 FOR URBAN INDIANS 

10 “SEC. 501. PURPOSE. 

11 “The purpose of this title is to establish arrd ruairrtairr 

12 programs hr Urbarr Cerrters to make health services more 

13 accessible arrd available to Urbarr Irrdiarrs. 

14 “SEC. 502. CONTRACTS WITH, AND GRANTS TO, URBAN IN- 
IS DIAN ORGANIZATIONS. 

16 “Urrder authority of the Act of November 2, 1921 

17 (25 U.S.C. 13) (cornmorrly krrowrr as the ‘Srryder Act’), 

18 the Secretary, actirrg throrrgh the Service, shall errter irrto 

19 corrtracts vitlr, or make grarrts to, Urbarr Irrdiarr Orgarri- 

20 zatiorrs to assist such orgarrizatiorrs irr the establishruerrt 

21 arrd adruirristratiorr, withirr Urbarr Cerrters, of programs 

22 which meet the requireruerrts set forth irr this title. Subject 

23 to sectiorr 506, the Secretary, actirrg through the Service, 

24 shall irrchide srrch corrditiorrs as the Secretary corrsiders 

25 rrecessary to effect the prrrpose of this title irr arry corrtract 
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1 into which the Secretary enters with, or in any grant the 

2 Secretary makes to, any Urban Indian Organization pnr- 

3 snant to this title. 

4 “SEC. 503. CONTRACTS AND GRANTS FOR THE PROVISION 

5 OF HEALTH CARE AND REFERRAL SERVICES. 

6 “(a) Requirements for Grants and Con- 

7 trjVCTS. — Under authority of the Act of November 2, 

8 1921 (25 U.S.C. 13) (commonly knovii as the ‘Snyder 

9 Act’), the Secretary, acting throngh the Service, shall 

10 errter irrto corrtracts with, arrd make grarrts to, Urbarr Irr- 

11 diarr Orgarrizatiorrs for the prowsiorr of health care arrd 

12 referral ser-^ices for Urbarr Irrdiarrs. Arry srrch corrtract or 

13 gTarrt shall irrchrde reqrrirenierrts that the Urbarr Irrdiarr 

14 Orgarrizatiorr srrccessfirlly rrrrdertake to — 

15 “(1) estimate the poprrlatiorr of Urbarr Irrdiarrs 

16 residirrg irr the Urbarr Cerrter or cerrters that the or- 

17 garrizatiorr proposes to serve who are or corrld be re- 

18 cipierrts of health care or referral services; 

19 “(2) estimate the crrrrerrt health status of 

20 Urbarr Irrdiarrs residirrg irr srrch Urbarr Cerrter or 

21 cerrters; 

22 “(3) estimate the crrrrerrt health care rreeds of 

23 Urbarr Irrdiarrs residirrg irr srrch Urbarr Cerrter or 

24 cerrters; 
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1 “(4) pimide basic health education, including 

2 health promotion and disease prevention education, 

3 to Urban Indians; 

4 “(5) make recommendations to the Secretary 

5 and Federal, State, local, and other resource agen- 

6 cies on methods of inipro\ing health service pro- 

7 gTanis to meet the needs of Urban Indians; and 

8 “(6) where necessary, pimide, or enter into 

9 contracts for the proUsion of, health care sei'\ices 

10 for Urban Indians. 

11 “(b) CiiiTEKiit. — The Secretary, acting through the 

12 Sei'^ice, shall by regnrlation adopted pursuant to section 

13 520 prescribe the criteria for selecting Urban Indian Or- 

14 ganizations to enter into contracts or receive grants under 

15 this section. Such criteria shall, among other factors, 

16 include — 

17 “(1) the extent of unmet health care needs of 

18 Urban Indians in the Urban Center or centers in- 

19 volved; 

20 “(2) the size of the Urban Indian population in 

21 the Urban Center or centers involved; 

22 “(3) the extent, if any, to which the activities 

23 set forth in subsection (a) would duplicate any 

24 project funded under this title; 
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1 “(4) the capability of an Urban Indian Organi- 

2 zation to perform the activities set forth in snb- 

3 section (a) and to enter into a contract with the See- 

4 retaiy or to meet the requirements for recehing a 

5 grant under this section; 

6 “(5) the satisfactory perfornianee and snecess- 

7 firl eompletion by an Urban Indian Organization of 

8 other contracts 'with the Secretary under this title; 

9 “(6) the appropriateness and likely effectiveness 

10 of conducting the acthities set forth in subsection 

11 (a) in an Urban Center or centers; and 

12 “(7) the extent of existing or likely future par- 

13 ticipation in the acthities set forth in subsection (a) 

14 by appropriate health and health-related Federal, 

15 State, local, and other agencies. 

16 “(e) Access to He^u/tii Promotion and Disease 

17 Pre\T5NTION Pkogidvms. — T he Secretary, acting through 

18 the Seivice, shall facilitate access to or proUde health pro- 

19 motion and disease prevention seivices for Urban Indians 

20 through grants made to Urban Indian Organizations ad- 

21 ministering contracts entered into or recehing grants 

22 under subsection (a). 

23 “(d) Immunization SEimcES. — 

24 “(1) Access or SEimcES provided. — The 

25 Secretary, acting through the Seivice, shall facilitate 
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1 access to, or pimide, immniiizatioii sendees for 

2 Urban Indians tlirongli grants made to Urban In- 

3 diaii Organizations administering contracts entered 

4 into or receiving grants under this section. 

5 “(2) Definition. — For pmposes of this snb- 

6 section, the term ‘inimnnization sendees’ means 

7 sendees to pro\dde without charge immunizations 

8 against vaccine-preventable diseases. 

9 “(e) BEiLixuoiiiiij He ae ttt SsimcES. — 

10 “(1) Access ok SEimcES pkoatded. — The 

1 1 Secretary, acting through the Sendee, shall facilitate 

12 access to, or provide, beha\doral health sendees for 

13 Urban Indians through grants made to Urban In- 

14 diaii Organizations administering contracts entered 

15 into or receiving grants under subsection (a). 

16 “(2) Assessment kequiked. — Except as pro- 

17 \dded by paragraph (3)(A), a grant may not be made 

18 under this subsection to an Urban Indian Organiza- 

19 tion until that organization has prepared, and the 

20 Sendee has approved, an assessment of the follow- 

21 ing: 

22 “(A) The behavioral health needs of the 

23 Urban Indian population concerned. 


•S 1057 IS 



223 


220 

1 “(B) Tlie behavioral health sendees and 

2 other related resources available to that popu- 

3 latioii. 

4 “(C) The barriers to obtaining those seiT- 

5 ices and resources. 

6 “(D) The needs that are unmet by such 

7 sendees and resources. 

8 “(3) Purposes op cmtNTS. — Grants may be 

9 made under this subsection for the follovdng: 

10 “(A) To prepare assessments required 

11 under paragraph (2). 

12 “(B) To pro\dde outreach, educational, and 

13 referral sendees to Urban Indians regarding the 

14 availability of direct beha\doral health sendees, 

15 to educate Urban Indians about beha\doral 

16 health issues and sendees, and effect coordina- 

17 tion vdlli existing behanoral health pro\dders in 

18 order to improve sendees to Urban Indians. 

19 “(C) To provide outpatient beha\doral 

20 health sendees to Urban Indians, including the 

21 identification and assessment of illness, thera- 

22 peutic treatments, case management, support 

23 groups, family treatment, and other treatment. 
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1 “(D) To develop innovative behavioral 

2 health sendee delivery models which ineoiporate 

3 Indian enltnral support systems and resonrees. 

4 “(f) Pke\t5ntiox op Child Abuse. — 

5 “(1) Access or SEimcES provided. — The 

6 Secretary, acting through the Sendee, shall facilitate 

7 access to or provide sendees for Urban Indians 

8 throngh grants to Urban Indian Organizations ad- 

9 ministering contracts entered into or receiving 

10 grants under subsection (a) to prevent and treat 

11 child abuse (including sexual abuse) among Urban 

12 Indians. 

13 “(2) EviVijUATiON REQUIRED. — Except as pro- 

14 vdded by paragraph (3)(A), a grant may not be made 

15 under this subsection to an Urban Indian Organiza- 

16 tion until that organization has prepared, and the 

17 Sendee has approved, an assessment that doenments 

18 the prevalence of child abuse in the Urban Indian 

19 population concerned and specifies the sendees and 

20 programs (vvdiieh may not duplicate existing sendees 

21 and programs) for which the grant is requested. 

22 “(3) Purposes op grants. — Grants may be 

23 made under this subsection for the following: 

24 “(A) To prepare assessments required 

25 under paragraph (2). 
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1 “(B) For the development of prevention, 

2 training, and education programs for Urban In- 

3 dians, including child education, parent edu- 

4 cation, provider training on identification and 

5 inteivention, education on reporting require- 

6 nients, prevention campaigns, and establishing 

7 sendee networks of all those involved in Indian 

8 child protection. 

9 “(C) To pro\dde direct outpatient treat- 

10 ment sendees (including indhddual treatment, 

11 family treatment, group therapy, and support 

12 groups) to Urban Indians who are child \dctinis 

13 of abuse (including sexual abuse) or adult sur- 

14 \dvors of child sexual abuse, to the families of 

15 such child \dctinis, and to Urban Indian per- 

16 petrators of child abuse (including sexual 

17 abuse). 

18 “(4) CONSIDERiVnONS 'WHEN IVIAiaNG 

19 GRANTS. — In making grants to cany out this sub- 

20 section, the Secretary shall take into consideration — 

21 “(A) the support for the Urban Indian Or- 

22 ganization demonstrated by the child protection 

23 authorities in the area, including committees or 

24 other services funded under the Indian Child 
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1 Welfare Act of 1978 (25 U.S.C. 1901 et seq.), 

2 if any; 

3 “(B) the capability and exj^ertise dem- 

4 onstrated by the Urban Indian Organization to 

5 address the complex problem of child sexual 

6 abuse in the commmiity; and 

7 “(C) the assessment required under para- 

8 graph (2). 

9 “(g) Other Grants. — The Secretary, acting 

10 through the Sendee, may enter into a contract 'with or 

11 make grants to an Urban Indian Organization that pro- 

12 \ddes or arranges for the pimdsion of health care sendees 

13 (through satellite facilities, pro\dder networks, or other- 

14 A\dse) to Urban Indians in more than 1 Urban Center. 

15 “SEC. 504. CONTRACTS AND GRANTS FOR THE DETERMINA- 

16 TION OF UNMET HEALTH CARE NEEDS. 

17 “(a) Gr-Vnts and CoNTKiVCTS Authorized. — 

18 Under authority of the Act of November 2, 1921 (25 

19 U.S.C. 13) (commonly known as the ‘Snyder Act’), the 

20 Secretary, acting through the Sendee, may enter into con- 

21 tracts with or make grants to Urban Indian Organizations 

22 situated in Urban Centers for which contracts have not 

23 been entered into or grants have not been made under sec- 

24 tion5()3. 
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1 “(b) Purpose. — Tlie purpose of a eoiitraet or graiit 

2 made under this section shall be the determination of the 

3 matters described in subsection (c)(1) in order to assist 

4 the Secretary in assessing the health status and health 

5 care needs of Urban Indians in the Urban Center involved 

6 and determining whether the Secretary should enter into 

7 a contract or make a grant under section 503 vitli respect 

8 to the Urban Indian Organization which the Secretary has 

9 errtered irrto a corrtraet vith, or made a grarrt to, rrrrder 

10 this seetiorr. 

11 “(c) GKj-VNT and COXTRiVCT REQUIREMENTS. — ^Arry 

12 corrtraet errtered irrto, or grarrt made, by the Secretary 

1 3 rrrrder this seetiorr shall irrchrde reqrrirernerrts that — 

14 “(1) the Urbarr Irrdiarr Orgarrizatiorr srrccess- 

15 fully urrdertakes to — 

16 “(A) doerrrnerrt the health care status arrd 

17 rrrrrnet health care rreeds of Urbarr Irrdiarrs irr 

18 the Urbarr Cerrter irrvolved; arrd 

19 “(B) vith respect to Urbarr Irrdiarrs irr the 

20 Urbarr Cerrter irrvolved, deterrnirre the matters 

21 described irr paragraphs (2), (3), (4), arrd (7) of 

22 seetiorr 503(b); arrd 

23 “(2) the Urbarr Irrdiarr Orgarrizatiorr complete 

24 perforrnarrce of the corrtraet, or carry orrt the re- 

25 qrrirernerrts of the grarrt, vithirr 1 year after the date 
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1 on which the Secretary and such organization enter 

2 into snch contract, or 'witliin 1 year after sncli orga- 

3 nization receives such grant, whichever is applicable. 

4 “(d) No Renew^vIjS. — T he Secretary may rrot rerrew 

5 arry corrtract errtered irrto or grarrt made rrrrder this sec- 

6 tiorr. 

7 “SEC. 505. EVALUATIONS; RENEWALS. 

8 “(a) Pkocedukes fok EviUjUATiONS. — The Sec- 

9 retary, actirrg throrrgh the Ser-^ice, shall develop proce- 

10 drrres to evahrate cornpliarrce vith grarrt reqrrirernerrts arrd 

1 1 cornpliarrce with arrd perforrnarrce of corrtracts errtered irrto 

12 by Urbarr Irrdiarr Orgarrizatiorrs rrrrder this title. Srrch pro- 

13 cedrrres shall irrchrde prmisiorrs for carr'^drrg orrt the re- 

14 qrrirernerrts of this sectiorr. 

15 “(b) EViiijUATiONS. — The Secretary, actirrg throrrgh 

16 the Ser-\ice, shall evahrate the cornpliarrce of each Urbarr 

17 Irrdiarr Orgarrizatiorr which has errtered irrto a corrtract or 

18 received a grarrt rrrrder sectiorr 503 with the terms of srrch 

19 corrtract or grarrt. For prrrposes of this evahratiorr, irr de- 

20 terrnirrirrg the capacity of arr Urbarr Irrdiarr Orgarrizatiorr 

21 to deliver qrrality patierrt care the Secretary shall, at the 

22 optiorr of the orgarrizatiorr — 

23 “(1) actirrg throrrgh the Ser-\ice, corrdnct arr arr- 

24 rrrral orrsite evahratiorr of the orgarrizatiorr; or 
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1 “(2) accept in lien of such onsite evaluation e\i- 

2 deuce of the organization’s provisional or full accred- 

3 itation by a private independent entity recognized by 

4 the Secretary for pnrposes of condncting quality re- 

5 views of providers participating in the Medicare pro- 

6 gram under title X\d^II of the Social Security Act. 

7 “(c) NONCOMPIjIiVNCE; UNSATISFACTORY PeRFOKM- 

8 ANCE. — If, as a result of the evalnations conducted under 

9 this section, the Secretary deterrnirres that arr Urbarr Irr- 

10 diarr Orgarrizatiorr has rrot complied with the reqrrirernerrts 

11 of a grarrt or complied with or satisfactorily performed a 

12 corrtract rrrrder sectiorr 503, the Secretary shall, prior to 

13 rerrewirrg srrch corrtract or grarrt, attempt to resolve with 

14 the orgarrizatiorr the areas of rrorrcornpliarrce or rrrrsatisfac- 

15 tory perforrnarrce arrd modify the corrtract or grarrt to pre- 

16 verrt frrtirre occrrrrerrces of rrorrcornpliarrce or rrrrsatisfac- 

17 tory perforrnarrce. If the Secretary deterrnirres that the 

18 rrorrcornpliarrce or rrrrsatisfactory perforrnarrce carrrrot be 

19 resolved arrd prev^errted hr the firtrrre, the Secretary shall 

20 rrot rerrew the corrtract or grarrt with the orgarrizatiorr arrd 

21 is arrthorized to errter irrto a corrtract or make a grarrt 

22 rrrrder sectiorr 503 with arrother Urbarr Irrdiarr Orgarriza- 

23 tiorr wirich is sitrrated irr the same Urbarr Cerrter as the 

24 Urbarr Irrdiarr Orgarrizatiorr whose corrtract or grarrt is rrot 

25 rerrevv''ed rrrrder this sectiorr. 
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1 “(d) CONSIDEKiVTIONS FOR KeXEWAIjS. — 111 deter- 

2 milling wlietlier to renew a contract or grant 'with an 

3 Urban Indian Organization under section 503 which has 

4 completed performance of a contract or grant under sec- 

5 tion 504, the Secretaiy shall review the records of the 

6 Urban Indian Organization, the reports submitted under 

7 section 507, and shall consider the results of the onsite 

8 evaluations or accreditations under subsection (b). 

9 “SEC. 506. OTHER CONTRACT AND GRANT REQUIREMENTS. 

10 “(a) Procurement. — Contracts with Urban Indian 

11 Organizations entered into pursuant to this title shall be 

12 in accordance with all Federal contraeting laws and regni- 

13 lations relating to proeiirenient except that in the discre- 

14 tion of the Secretaiy, such contracts may be negotiated 

15 'without advertising and need not conform to the provisions 

16 of sections 1304 and 3131 through 3133 of title 40, 

17 United States Code. 

18 “(b) Payments Under Contiuvcts or Giucnts. — 

19 Pawnents under any eontraets or grants pursuant to this 

20 title shall, notwithstanding any term or condition of such 

21 contract or grant — 

22 “(1) be made in their entirety by the Secretaiy 

23 to the Urban Indian Organization by no later than 

24 the end of the first 30 days of the funding period 

25 'with respect to which the pawnents apply, unless the 
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1 Secretary determines tlirongli an evaluation under 

2 section 505 that the organization is not capable of 

3 administering such pa\unents in their entirety; and 

4 “(2) if any portion thereof is unexijended by the 

5 Urban Indian Organization during the funding pe- 

6 riod vitli respect to which the pawents initially 

7 apply, shall be carried fonvard for expenditure with 

8 respect to allowable or reimbursable costs incurred 

9 by the organization during 1 or more subsequent 

10 funding periods without additional justification or 

11 documentation by the organization as a condition of 

12 carndng fonvard the availability for expenditure of 

13 such funds. 

14 “(c) RE^^SION OK AilENDMENT OP CONTIKVCTS. — 

15 Notwithstanding any provision of law to the contrary, the 

16 Secretary may, at the request and consent of an Urban 

17 Indian Organization, re\ise or amend any contract entered 

18 into by the Secretary with srrch orgarrizatiorr rrrrder this 

19 title as rrecessary to carry orrt the prrrposes of this title. 

20 “(d) F^uk and Uniform SEmacES and Assist- 

21 ANCE. — Contracts with or grants to Urban Indian Organi- 

22 zations and regulations adopted pursuant to this title shall 

23 include provisions to assure the fair and uniform prowsion 

24 to Urban Indians of serwices and assistance under such 

25 contracts or grants by such organizations. 
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1 “SEC. 507. REPORTS AND RECORDS. 

2 “(a) Reports. — For each fiscal year during which 

3 an Urban Indian Organization receives or expends funds 

4 pursuant to a contract entered into or a grant received 

5 pursuant to this title, such Urban Indian Organization 

6 shall submit to the Secretary not more frequently than 

7 every 6 rnorrths, a report that irrehrdes the follovdrrg: 

8 “(I) Irr the case of a corrtraet or grarrt rrrrder 

9 seetiorr 503, reeornrnerrdatiorrs prrrsuarrt to sectiorr 

10 503(a)(5). 

11 “(2) Irrforrnatiorr orr aethities eorrdrrcted by the 

12 orgarrizatiorr prrrsrrarrt to the corrtraet or grarrt. 

13 “(3) Arr accorrrrtirrg of the arnorrrrts arrd prrrpose 

14 for which Federal frrrrds were ex|)errded. 

15 “(4) A rnirrirnrrrn set of data, rrsirrg rrrriforrnly 

16 defrrred elemerrts, as specified by the Secretary after 

17 corrsrrltatiorr vith Urbarr Irrdiarr Orgarrizatiorrs. 

18 “(b) Audit. — The reports arrd records of the Urbarr 

19 Irrdiarr Orgarrizatiorr with respect to a corrtraet or grarrt 

20 rrrrder this title shall be srrbjeet to arrdit by the Secretary 

21 arrd the Comptroller Gerreral of the Urrited States. 

22 “(c) Costs of Audits. — The Secretary shall allow 

23 as a cost of arry corrtraet or grarrt errtered irrto or awarded 

24 rrrrder seetiorr 502 or 503 the cost of arr arrrnral irrdeperrd- 

25 errt firrarreial arrdit eorrdrrcted by — 

26 “(1) a certified prrblic accorrrrtarrt; or 
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1 “(2) a certified public accounting firm qualified 

2 to conduct Federal compliance audits. 

3 “SEC. 508. LIMITATION ON CONTRACT AUTHORITY. 

4 “The authority of the Secretary to enter into con- 

5 tracts or to award grants under this title shall be to the 

6 extent, and in an amount, provided for in appropriation 

7 Acts. 

8 “SEC. 509. FACILITIES. 

9 “(a) Grants. — The Secretary, acting through the 

10 SeiATce, may make grants to contractors or grant recipi- 

11 ents under this title for the lease, purchase, renovation, 

12 constniction, or exjransion of facilities, including leased fa- 

13 cilities, in order to assist such contractors or grant recipi- 

14 ents in comphrng with applicable licensure or certification 

15 requirements. 

16 “(b) LOiVN Fund Study. — The Secretary, actirrg 

17 through the Services, may carry out a study to determirre 

18 the feasibility of establishirrg a loarr firrrd to prmide to 

19 Urbarr Irrdiarr Orgarrizatiorrs direct loarrs or guararrtees for 

20 loarrs for the corrstructiorr of health care facilities irr a 

21 rnarrrrer corrsisterrt with sectiorr 309. 

22 “SEC. 510. OFFICE OF URBAN INDIAN HEALTH. 

23 “There is established withirr the Service arr Office of 

24 Urbarr Irrdiarr Health, which shall be resporrsible for — 

25 “(1) carrHrrg out the provisiorrs of this title; 
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1 “(2) providing central oversight of the pro- 

2 grams and sendees authorized under this title; and 

3 “(3) pronding technical assistance to Urban In- 

4 diaii Organizations. 

5 “SEC. 511. GRANTS FOR ALCOHOL AND SUBSTANCE ABUSE- 

6 RELATED SERVICES. 

7 “(a) Grants Authorized. — The Secretary, acting 

8 through the Sendee, may make grants for the pimdsion 

9 of health-related sendees in prevention of, treatment of, 

10 rehabilitation of, or school- and conimmiity-based edn- 

11 cation regarding, alcohol and substance abuse in Urban 

12 Centers to those Urban Indian Organizations with which 

13 the Secretary has entered into a contract under this title 

14 or under section 201. 

15 “(b) GOiiijS. — Each grant made pursuant to sub- 

16 section (a) shall set forth the goals to be accomplished 

17 pursuant to the grant. The goals shall be specific to each 

18 grant as agreed to between the Secretary arrd the grarrtee. 

19 “(c) Criteklv. — The Secretary shall establish erd- 

20 terda for the grarrts made rrrrder srrbsectiorr (a), irrchrdirrg 

21 criteria relatirrg to the followirrg: 

22 “(1) The size of the Urbarr Irrdiarr poprrlatiorr. 

23 “(2) Capability of the orgarrizatiorr to ade- 

24 qrrately perform the activities reqrrired rrrrder the 

25 grarrt. 
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1 “(3) Satisfactory performance standards for the 

2 organization in nieeting the goals set forth in such 

3 grant. The standards shall be negotiated and agreed 

4 to between the Secretary arrd the grarrtee orr a 

5 grarrt-by-grarrt basis. 

6 “(4) Iderrtificatiorr of the rreed for ser-\ices. 

7 “(d) AIjLOCATION of GiiitNTS. — The Secretary shall 

8 develop a methodology for allocatirrg grarrts made prrrsu- 

9 arrt to this sectiorr based orr the criteria established prrrsrr- 

10 arrt to srrbsectiorr (c). 

11 “(e) GkjVXTS Subject to Ckitekuv. — ^A rry frrrrds re- 

12 ceived by arr Urbarr Irrdiarr Orgarrizatiorr rrrrder this Act 

13 for srrbstarrce abrrse preverrtiorr, treatrnerrt, arrd rehabilita- 

14 tiorr shall be srrbject to the criteria set forth irr srrbsectiorr 

15 (c). 

16 “SEC. 512. TREATMENT OF CERTAIN DEMONSTRATION 

17 PROJECTS. 

18 “Not'ttdthstarrdirrg any other proGsiorr of law, the 

19 Trrlsa Clinic arrd Oklahoma City Clirric dernorrstratiorr 

20 projects shall — 

21 “(1) be permarrerrt programs withirr the Serw- 

22 ice’s direct care program; 

23 “(2) corrtirrrre to be treated as Ser-iice Urrits irr 

24 the allocatiorr of resorrrces arrd coordirra tiorr of care; 

25 arrd 
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1 “(3) eoiitiime to meet the requirements and 

2 definitions of an urban Indian organization in this 

3 Aet, and shall not be subject to the provisions of the 

4 Indian Self-Determination and Education Assistance 

5 Act. 

6 “SEC. 513. URBAN NIAAA TRANSFERRED PROGRAMS. 

7 “(a) Grants and ContrzVCTS. — The Secretary, 

8 through the Office of Urban Indian Health, shall make 

9 grants or enter into contracts with Urban Indian Organi- 

10 zations for the administration of Urban Indian alcohol 

11 programs that were originally established under the Na- 

12 tional Institute on Alcoholism and Alcohol Abuse (here- 

13 after in this section referred to as ‘NIAAA’) and trans- 

14 ferred to the Sendee. Such grants and contracts shall be- 

15 come effective no later than September 30, 2008. 

16 “(b) Use of Funds. — Grants proHded or contracts 

17 entered into under this section shall be used to pimdde 

18 support for the continuation of alcohol prevention and 

19 treatment sendees for Urban Indian populations and such 

20 other objectives as are agreed upon between the Sendee 

21 and a recipient of a grant or contract under this section. 

22 “(c) EijgibiIjITY. — Urban Indian Organizations that 

23 operate Indian alcohol programs originally funded under 

24 the NIAAA and subsequently transferred to the Sendee 

25 are eligible for grants or contracts under this section. 
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1 “(d) Report. — Tlie Secretary shall evalnate and re- 

2 port to Congress on the acthities of progranis funded 

3 nnder this section not less than every 5 years. 

4 “SEC. 514. CONSULTATION WITH URBAN INDIAN ORGANIZA- 

5 TIONS. 

6 “(a) In GeneiuiIj. — T he Secretary shall errsrrre that 

7 the Ser-iiee eorrsrrlts, to the greatest exterrt practicable, 

8 vitlr Urbarr Irrdiarr Orgarrizatiorrs. 

9 “(b) Definition op ConsuIjTATion. — For purposes 

10 of subsection (a), eonsirltation is the open and free ex- 

1 1 change of inforniation and opinions which leads to mrrtrral 

12 rrnderstanding and coniprehension and which emphasizes 

13 trust, respect, and shared responsibility. 

14 “SEC. 515. FEDERAL TORT CLAIM ACT COVERAGE. 

15 “(a) In GeneilUj. — ^\AT th respect to claims resrilting 

16 from the perfornianee of fnnetions dnring fiscal year 2005 

17 and thereafter, or claims asserted after September 30, 

18 2004, but resrilting from the performance of fiinctions 

19 prior to fiscal year 2005, iiiider a contract, grant agree- 

20 merit, or any other agTeement authorized iriider this title, 

21 an Urban Indian Organization is deemed hereafter to be 

22 part of the Sendee in the Department of Health and 

23 Hiinian Sendees while earr\drig out any such contract or 

24 agreernent and its employees are deemed employees of the 

25 Sendee while acting within the scope of their emplonnent 
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1 ill carndiig out the eoiitraet or agTeemeiit. After Septem- 

2 her 30, 2003, any civil action or proceeding invohing such 

3 claims brought hereafter against any Urban Indian Orga- 

4 nization or any employee of such Urban Indian Organiza- 

5 tion covered by this provision shall be deemed to be an 

6 action against the United States and 'will be defended by 

7 the Attorney General and be afforded the full protection 

8 and coverage of the Federal Tort Claims Act (28 U.S.C. 

9 1346(b), 2671 et seq.). Future coverage under that Act 

10 shall be contingent on cooperation of the Urban Indian 

11 Organization with the Attorney General in prosecuting 

12 past elaiins. 

13 “(b) CmviMS Rbsultixg From PEKFOKintNCE of 

14 CoNTRiVCT OR GRitNT. — Beginning for fiscal year 2005 

15 and thereafter, the Secretary shall request through annual 

16 appropriations funds sufficient to reimburse the Treasury 

17 for any claims paid in the prior fiscal year pursuant to 

18 the foregoing proGsions. 

19 “SEC. 516. URBAN YOUTH TREATMENT CENTER DEM- 

20 ONSTRATION. 

21 “(a) Construction and OPERiVTiox. — The See- 

22 retaiy, acting through the Sei'iice, through grant or eon- 

23 tract, is authorized to fund the eonstniction and operation 

24 of at least 2 residential treatment centers in each State 

25 described in subsection (b) to demonstrate the proGsion 
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1 of alcohol and substance abuse treatment sendees to 

2 Urban Indian youth in a culturally competent residential 

3 setting’. 

4 “(b) Definition of State. — State described in 

5 this subsection is a State in which — 

6 “(1) there resides Urban Indian youth with 

7 need for alcohol and substance abuse treatment seiw- 

8 ices in a residential setting; and 

9 “(2) there is a significant shortage of culturally 

10 competent residential treatment sendees for Urban 

1 1 Indian youth. 

12 “SEC. 517. USE OF FEDERAL GOVERNMENT FACILITIES AND 

13 SOURCES OF SUPPLY. 

14 “(a) Authorization for Use. — The Secretary, act- 

15 ing through the Sendee, shall allow an Urban Indian Or- 

16 ganization that has entered into a contract or received a 

17 grant pursuant to this title, in carndng out such contract 

18 or grant, to use existing facilities and all equipment there- 

19 in or pertaining thereto and other personal property 

20 owned by the Federal Government wdthin the Secretary’s 

21 jurisdiction under such terms and conditions as may be 

22 agreed upon for their use and maintenance. 

23 “(b) Donations. — Subject to subsection (d), the 

24 Secretary may donate to an Urban Indian Organization 

25 that has entered into a contract or received a grant pursu- 
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1 ant to this title any personal or real property determined 

2 to be excess to the needs of the Sendee or the General 

3 Sendees Administration for purposes of eari'i.dng out the 

4 contract or grant. 

5 “(c) Acquisition op Pkopekty for Donation. — 

6 The Secretary may aeqrrire excess or srrrphrs goverrrrnerrt 

7 persorral or real property for dorratiorr (srrbject to srrb- 

8 sectiorr (d)), to arr Urbarr Irrdiarr Orgarrizatiorr that has 

9 errtered hr to a corrtraet or received a grarrt prrrsrrarrt to 

10 this title if the Secretary deterrnirres that the property is 

1 1 appropriate for rrse by the Urbarr Irrdiarr Orgarrizatiorr for 

12 a prrrpose for which a corrtraet or grarrt is arrthordzed 

13 rrrrder this title. 

14 “(d) Priority. — In the event that the Secretary re- 

15 ceives a request for dorratiorr of a specific item of persorral 

16 or real property described irr subseetiorr (b) or (c) from 

17 both arr Urbarr Irrdiarr Orgarrizatiorr arrd from arr Irrdiarr 

18 Tribe or Tribal Orgarrizatiorr, the Secretary shall give pri- 

19 ority to the reqrrest for dorratiorr of the Irrdiarr Tribe or 

20 Tribal Orgarrizatiorr if the Secretary receives the reqrrest 

21 from the Irrdiarr Tribe or Tribal Orgarrizatiorr before the 

22 date the Secretary trarrsfers title to the property or, if ear- 

23 her, the date the Secretary trarrsfers the property phys- 

24 ically to the Urbarr Irrdiarr Orgarrizatiorr. 
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1 “(e) Urban Indbvn Okbanizations Deemed Ex- 

2 ECUTRT5 Agency for Cericvin Purposes. — For pnr- 

3 poses of section 501 of title 40, United States Code, (relat- 

4 ing to Federal sources of supply, inclnding lodging pimid- 

5 ers, airlines, and other transportation providers), an 

6 Urban Indian Organization that has entered into a eon- 

7 tract or received a grant pnrsnant to this title shall be 

8 deemed an executive agency when carndng ont such con- 

9 tract or grant. 

10 “SEC. 518. GRANTS FOR DIABETES PREVENTION, TREAT- 

1 1 MENT, AND CONTROL. 

12 “(a) GrjVNTS Authorized. — The Secretary may 

13 make grants to those Urban Indian Organizations that 

14 have entered into a contract or have received a grant 

15 under this title for the pimision of sei'^iees for the preven- 

16 tion and treatment of, and control of the complications 

17 resulting from, diabetes among Urban Indians. 

18 “(b) GOiiijS. — Each grant made pnrsnant to snb- 

19 section (a) shall set forth the goals to be aeeomplished 

20 under the grant. The goals shall be specific to each grant 

21 as agreed to between the Secretary arrd the grarrtee. 

22 “(c) ESTiVBLisiiMENT OP Criterlc. — The Secretary 

23 shall establish criteria for the grarrts made rrrrder srrb- 

24 sectiorr (a) relatirrg to — 
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1 “(1) the size and location of the Urban Indian 

2 population to be sensed; 

3 “(2) the need for prevention of and treatment 

4 of, and control of the complications resnlting from, 

5 diabetes among the Urban Indian population to be 

6 sensed; 

7 “(3) performance standards for the organiza- 

8 tion in meeting the goals set forth in such grant 

9 that are negotiated and agreed to by the Secretary 

10 and the grantee; 

11 “(4) the capability of the organization to ade- 

12 qnately perform the activities required niider the 

13 grant; and 

14 “(5) the willingness of the organization to eol- 

15 laborate vitli the registry, if arry, established by the 

16 Secretary rrrrder seetiorr 204(e) irr the Ar-ea Office of 

17 the Service irr which the orgarrizatiorr is located. 

18 “(d) Funds Subject to Ckiteruv. — ^Arry frrrrds re- 

19 ceived by arr Urbarr Irrdiarr Orgarrizatiorr rrrrder this Act 

20 for the preverrtiorr, treatrnerrt, arrd corrtrol of diabetes 

21 arnorrg Urbarr Irrdiarrs shall be srrbject to the criteria devel- 

22 oped by the Secretary rrrrder srrbseetiorr (c). 

23 “SEC. 519. COMMUNITY HEALTH REPRESENTATIVES. 

24 “The Secretary, actirrg throrrgh the Ser-iiee, may 

25 errter irrto eorrtraets with, arrd make grarrts to, Urbarr Irr- 
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1 diaii Organizations for the enlplo^^nent of Indians trained 

2 as health sendee providers through the Commnnity Health 

3 Representatives ProgTam under section 109 in the pro\d- 

4 sion of health eare, health promotion, and disease preven- 

5 tion sendees to Urban Indians. 

6 “SEC. 520. REGULATIONS. 

7 “(a) Requirements for Regulations. — The See- 

8 retaiy may promulgate regulations to implement the pro\d- 

9 sions of this title in aecordanee with the follovdiig: 

10 “(1) Proposed regulations to implement this 

1 1 Act shall be published in the Federal Register by the 

12 Secretary no later than 9 months after the date of 

13 enaetment of this Act and shall have no less than a 

14 4-nionth comment period. 

15 “(2) The authority to promulgate regulations 

16 under this Act shall expire 18 months from the date 

17 of enactment of this Act. 

18 “(b) Epfecti™ Date of Title. — The amendments 

19 to this title made by the Indian Health Care Improvement 

20 Act Amendments of 2005 shall be effective on the date 

21 of enaetment of such amendments, regardless of whether 

22 the Secretary has promulgated regulations implementing 

23 such amendments have been promulgated. 
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1 “SEC. 521. ELIGIBILITY FOR SERVICES. 

2 “Urban Indians shall be eligible and the nltimate 

3 beneficiaries for health care or referral sendees pro\dded 

4 pursuant to this title. 

5 “SEC. 522. AUTHORIZATION OF APPROPRIATIONS. 

6 “There are authorized to be appropriated such sums 

7 as may be neeessaiy for each fiscal year through fiscal 

8 year 2015 to carry out this title. 

9 “TITLE VI— ORGANIZATIONAL 

10 IMPROVEMENTS 

1 1 “SEC. 601. ESTABLISHMENT OF THE INDIAN HEALTH SERV- 

12 ICE AS AN AGENCY OF THE PUBLIC HEALTH 

13 SERVICE. 

14 “(a) ESTiVBLISIIilENT. 

15 “(1) In geneR/Uj. — I n order to more effectively 

16 and efficiently cany out the responsibilities, authori- 

17 ties, and fiuietions of the United States to provide 

18 health care sendees to Indians and Indian Tribes, as 

19 are or may be hereafter pronded by Federal statute 

20 or treaties, there is established within the Public 

21 Health Ser\dce of the Department the Indian Health 

22 Sendee. 

23 “(2) Assistant SECKETiVRY of indlvn 

24 iiEiVi/ni. — The Sendee shall be administered by an 

25 Assistant Secretary of Indian Health, who shall be 

26 appointed by the President, by and vdth the ad\dce 
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1 and consent of the Senate. Tlie Assistant Secretary 

2 shall report to the Secretary. Effective with respect 

3 to an indhidnal appointed by the President, by and 

4 vitli the advice and consent of the Senate, after 

5 Jannaiy 1, 2005, the term of sei'\ice of the Assist- 

6 ant Secretary shall be 4 years. An Assistant Sec- 

7 retaiy may seiwe more than 1 term. 

8 “(3) Incumbent. — The individnal sei'\ing in 

9 the position of Director of the Indian Health SeiHce 

10 on the day before the date of enactment of the lu- 
ll diaii Health Care Improvement Act Amendments of 

12 2005 shall seiwe as Assistant Secretary. 

13 “(4) Advocacy and consultation. — The po- 

14 sitiorr of Assistarrt Secretary is established to, irr a 

15 rnarrrrer corrsisterrt with the gwerrrrnerrt-to-g’overrr- 

16 rnerrt relatiorrship betweerr the Urrited States arrd Irr- 

17 diarr Tribes — 

18 “(A) facilitate advocacy for the develop- 

19 rnerrt of appropriate Irr diarr health policy; arrd 

20 “(B) promote corrsrrltatiorr orr matters re- 

21 latirrg to Irrdiarr health. 

22 “(b) Agency. — The Service shall be arr agerrcy withirr 

23 the Prrblic Health SerHce of the Departrnerrt, arrd shall 

24 rrot be arr office, cornporrerrt, or rrrrit of arry other agerrcy 

25 of the Departrnerrt. 
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1 “(c) Duties. — The Assistant Secretary of Indian 

2 Healtli shall — 

3 “(1) perform all functions that were, on the day 

4 before the date of enactment of the Indian Health 

5 Care Improvement Act Amendments of 2005, car- 

6 ried ont by or nnder the direction of the indhidnal 

7 sening as Director of the Sendee on that day; 

8 “(2) perform all functions of the Secretary re- 

9 lating to the maintenance and operation of hospital 

10 and health facilities for Indians and the planning 

11 for, and provision and utilization of, health services 

12 for Irrdiarrs; 

13 “(3) adrnirrister all health programs rrrrder 

14 which health care is proidded to Irrdiarrs based rrporr 

15 their status as Irrdiarrs which are adrnirristered by 

16 the Secretary, irrchrdirrg programs rrrrder — 

17 “(A) this Act; 

18 “(B) the Act of November 2, 1921 (25 

19 U.S.C. 13); 

20 “(C) the Act of August 5, 1954 (42 U.S.C. 

21 2001 et seq.); 

22 “(D) the Act of Arrgust 16, 1957 (42 

23 U.S.C. 2005 et seq.); arrd 
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1 “(E) the Indian Self-Determination and 

2 Education Assistance Act (25 U.S.C. 450 et 

3 seq.); 

4 “(4) administer all scholarship and loan fmic- 

5 tions carried out under title I; 

6 “(5) report directly to the Secretary concerning 

7 all policy- and budget-related matters affecting In- 

8 diaii health; 

9 “(6) collaborate 'with the Assistant Secretary 

10 for Health corrcerrrirrg appropriate matters of Irrdiarr 

11 health that affect the agerrcies of the Prrblic Health 

12 SerHce; 

13 “(7) adHse each Assistarrt Secretary of the De- 

14 partrnerrt corrcerrrirrg matters of Irrdiarr health with 

15 respect to which that Assistarrt Secretary has arr- 

16 thority arrd resporrsibility; 

17 “(8) advise the heads of other agerrcies arrd pro- 

18 grams of the Departrnerrt corrcerrrirrg matters of Irr- 

19 diarr health with respect to which those heads have 

20 arrthority arrd resporrsibility; 

21 “(9) coordirrate the acthities of the Departrnerrt 

22 corrcerrrirrg matters of Irrdiarr health; arrd 

23 “(10) perform srrch other frrrrctiorrs as the Sec- 

24 retary may desigrrate. 

25 “(d) Authority. — 
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1 “(1) In GBNERiUj. — Tlie Secretary, acting 

2 tlirongli the Assistant Secretary, shall have the 

3 arrthority — 

4 “(A) except to the exterrt provided for irr 

5 paragraph (2), to appoirrt arrd corriperrsate erri- 

6 ployees for the Ser-^iee irr aeeordarrce vith title 

7 5, Urrited States Code; 

8 “(B) to errter irrto corrtracts for the pro- 

9 errrernerrt of goods arrd ser-^ices to carry orrt the 

10 firrrctiorrs of the Service; arrd 

11 “(C) to rriarrage, experrd, arrd obligate all 

12 firrrds appropriated for the Ser-^ice. 

13 “(2) Personnel actions. — Notwithstarrdirrg 

14 arry other pro\isiorr of law, the pro\isiorrs of sectiorr 

15 12 of the Act of Jrrrre 18, 1934 (48 Stat. 986; 25 

16 U.S.C. 472), shall apply to all persorrrrel actiorrs 

17 takerr vith respect to rrew positiorrs created vithirr 

18 the Ser-^ice as a resrrlt of its establishnierrt rrrrder 

19 srrbsectiorr (a). 

20 “(e) References. — ^Arry refererrce to the Director of 

21 the Irrdiarr Health Service irr arry other Federal law, Exec- 

22 rrtive order, r^rle, regnrlatiorr, or delegatiorr of arrthority, or 

23 irr arry docnrnerrt of or relatirrg to the Director of the Irr- 

24 diarr Health Service, shall be deemed to refer to the Assist- 

25 arrt Secretary. 
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1 “SEC. 602. AUTOMATED MANAGEMENT INFORMATION SYS- 

2 TEM. 

3 “(a) ESTiiRLISIIilENT. 

4 “(1) In gexeraIj. — T lie Secretary shall estab- 

5 lisli an antoniated nianagenient information system 

6 for the SeiTice. 

7 “(2) Requirements of system. — The infor- 

8 niation system established inider paragraph (1) shall 

9 inclnde — 

10 “(A) a financial management system; 

11 “(B) a patient care information system for 

12 each area seiTcd by the SeiTTce; 

13 “(C) a privacy component that protects the 

14 privacy of patient information held by, or on be- 

15 half of, the SeiTTce; 

16 “(B) a seivices-based cost aecomiting coni- 

17 ponent that provides estimates of the costs as- 

18 sociated vitli the pimision of specific medical 

19 treatments or seiTTces in each Area office of the 

20 SeiTTce; 

21 “(E) an interface mechanism for patient 

22 billing and aceomits receivable system; and 

23 “(F) a training eomponent. 

24 “(b) Pko\tsion op Systems to Tribes and Oroa- 

25 NIZATIONS. — The Secretary shall provide each Tribal 
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1 Health Program automated management information sys- 

2 terns which — 

3 “(1) meet the management information needs 

4 of such Tribal Health ProgTam mtli respect to the 

5 treatment by the Tribal Health Program of patients 

6 of the Sendee; and 

7 “(2) meet the management information needs 

8 of the Sendee. 

9 “(c) Access to Recokds. — NoP\dthstanding any 

10 other provision of law, each patient shall have reasonable 

11 access to the medical or health records of such patient 

12 which are held by, or on behalf of, the Sendee. 

13 “(d) Authority To Eniuvnce Infokievtiox Tecii- 

14 NOUOGY. — The Secretary, acting through the Assistant 

15 Secretary, shall have the authority to enter into contracts, 

16 agreements, or joint ventures Ydth other Federal agencies, 

17 States, private and nonprofit organizations, for the pur- 

18 pose of enhancing information technology" in Indian health 

19 programs and facilities. 

20 “SEC. 603. AUTHORIZATION OF APPROPRIATIONS. 

21 “There is authorized to be appropriated such sums 

22 as may be necessary for each fiscal year through fiscal 

23 year 2015 to carry out this title. 
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1 “TITLE VII— BEHAVIORAL 

2 HEALTH PROGRAMS 

3 “SEC. 701. BEHAVIORAL HEALTH PREVENTION AND TREAT- 

4 MENT SERVICES. 

5 “(a) Purposes. — Tlie purposes of this section are as 

6 follows: 

7 “(1) To authorize and direct the Secretary, aet- 

8 ing through the Seiviee, Indian Tribes, Tribal Orga- 

9 nizations, and Urban Indian Organizations, to de- 

10 velop a coniprehensive behavioral health prevention 

11 and treatnient progTani which emphasizes collabora- 

12 tion among alcohol and substance abuse, social seiw- 

13 ices, and mental health progTams. 

14 “(2) To proiide information, direction, and 

15 guidance relating to mental illness and dysfmietion 

16 and self-destructive behavior, including child abuse 

17 and family \iolence, to those Federal, tribal. State, 

18 and local agencies responsible for progTams in In- 

19 diaii eommunities in areas of health care, education, 

20 social sei'\iees, child and family welfare, alcohol and 

21 substance abuse, law enforeement, and judicial seiv- 

22 ices. 

23 “(3) To assist Indian Tribes to identify sei'\ices 

24 and resources available to address mental illness and 

25 dysfunctional and self-destnictive behavior. 
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1 “(4) To provide authority and opportunities for 

2 Indian Tribes and Tribal Organizations to develop, 

3 implement, and coordinate vitli eommunity-based 

4 programs wliicli include identification, prevention, 

5 education, referral, and treatment sendees, including 

6 through multidisciplinary resource teams. 

7 “(5) To ensure that Indians, as citizens of the 

8 United States and of the States in which they re- 

9 side, have the same access to beha\doral health seiv- 

10 ices to which all citizens have access. 

11 “(6) To modify or supplement existing pro- 

12 grams and authorities in the areas identified in 

13 paragraph (2). 

14 “(b) PlANS.— 

15 “(1) De™lopment. — T he Secretary, acting 

16 through the Sendee, Indian Tribes, Tribal Organiza- 

17 tions, and Urban Indian Organizations, shall encour- 

18 age Indian Tribes and Tribal Organizations to de- 

19 velop tribal plans, and Urban Indian Organizations 

20 to develop local plans, and for all such groups to 

21 participate in developing areavdde plans for Indian 

22 Beha\doral Health Sendees. The plans shall include, 

23 to the extent feasible, the following eomponents: 

24 “(A) An assessment of the scope of alcohol 

25 or other substance abuse, mental illness, and 
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dysfunctional and self-destructive behavior, in- 
cluding suicide, child abuse, and family vio- 
lence, among Indians, including — 

“(i) the number of Indians served who 
are directly or indirectly affected by such 
illness or behavior; or 

“(ii) an estimate of the financial and 
human cost attributable to such illness or 
behavior. 

“(B) An assessment of the existing and 
additional resources necessary for the preven- 
tion and treatment of such illness and behavior, 
including an assessment of the progress toward 
achieving the availability of the full continuum 
of care described in subsection (c). 

“(C) An estimate of the additional funding 
needed by the Sei'vice, Indian Tribes, Tribal 
Organizations, and Urban Indian Organizations 
to meet their responsibilities under the plans. 
“(2) NATiONiVij CLEiVKiNGiiOUSE. — The Sec- 
retary, acting through the Sei'vice, shall establish a 
national clearinghouse of plans and reports on the 
outcomes of such plans dev^eloped by Indian Tribes, 
Tribal Organizations, Urban Indian Organizations, 
and Sei'vice Ai-eas relating to behavioral health. The 
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1 Secretary shall ensure access to these plans and ont- 

2 comes by any Indian Tribe, Tribal Organization, 

3 Urban Indian Organization, or the SerUee. 

4 “(3) TECHNiCiVi. ASSISTANCE. — The Secretary 

5 shall provide technical assistance to Indian Tribes, 

6 Tribal Organizations, and Urban Indian Organiza- 

7 tions in preparation of plans under this section and 

8 in developing standards of care that may be used 

9 and adopted locally. 

10 “(e) PKOGKAiis. — The Secretary, acting through the 

11 Sei'^ice, Indian Tribes, and Tribal Organizations, shall 

12 proUde, to the extent feasible and if funding is available, 

13 programs including the following: 

14 “(1) CoMPKEiiENSi\T5 C^VRE. — eomprelieiisive 

15 continuum of behavioral health care which 

16 provides — 

17 “(A) community-based prevention, inter- 

18 vention, outpatient, and behavioral health 

19 aftercare; 

20 “(B) detoxification (social and medical); 

21 “(C) acute hospitalization; 

22 “(D) intensive outpatient/day treatment; 

23 “(E) residential treatment; 
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“(F) transitional living for those needing a 
temporary, stable living environment that is 
supportive of treatment and reeoveiy goals; 

“(G) emergency shelter; 

“(H) intensive case management; 

“(I) Traditional Health Care Practices; 

and 

“(J) diagnostic seiHces. 

“(2) Child CitKE. — Behavioral health seiHces 
for Indians from birth through age 17, inclnding — 
“(A) preschool and school age fetal alcohol 
disorder seiHces, inclnding assessment and be- 
liaHoral intervention; 

“(B) rnerrtal health arrd srrbstarrce abuse 
serHces (ernotiorral, orgarric, alcohol, drrrg, irr- 
halarrt, arrd tobacco); 

“(C) iderrtifrcatiorr arrd treatrnerrt of co-oc- 
errrrirrg disorders arrd eornorbidity; 

“(D) preverrtiorr of alcohol, drrrg, irrhalarrt, 
arrd tobacco rrse; 

“(E) early irrterverrtiorr, treatrnerrt, arrd 
aftercare; 

“(F) prornotiorr of healthy approaches to 
risk arrd safety issrres; arrd 
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“(G) identification and treatment of ne- 
glect and physical, mental, and sexnal abuse. 
“(3) Adult cake. — BeliaGoral health sendees 
for Indians from age 18 through 55, inclnding — 

“(A) early inteiTention, treatment, and 
aftercare; 

“(B) mental health and substance abuse 
sendees (emotional, alcohol, drag, inhalant, and 
tobacco), including sex specific sendees; 

“(C) identification and treatment of co-oc- 
enrring disorders (dual diagnosis) and co- 
morbidity; 

“(D) promotion of healthy approaches for 
risk-related beha\dor; 

“(E) treatment sendees for women at risk 
of ghdiig birth to a child with a fetal alcohol 
disorder; and 

“(F) sex specific treatment for sexnal as- 
sault and domestic \dolence. 

“(4) FiUiiijY CiVKE. — Beha\doral health sendees 
for families, inclnding — 

“(A) early inteiTention, treatment, and 
aftercare for affected families; 

“(B) treatment for sexual assault and do- 
mestic violence; and 
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1 “(C) promotion of healthy approaches re- 

2 latiiig to parenting, domestic \iolence, and other 

3 abuse issues. 

4 “(5) EIjDER CiiiiE. — Behavioral health sendees 

5 for Indians 56 years of age and older, including — 

6 “(A) early inteiTention, treatment, and 

7 aftercare; 

8 “(B) mental health and substance abuse 

9 sendees (emotional, alcohol, drag, inhalant, and 

10 tobacco), including sex specific sendees; 

11 “(C) identification and treatment of co-oc- 

12 curring disorders (dual diagnosis) and co- 

13 morbidity; 

14 “(B) promotion of healthy approaches to 

15 managing conditions related to aging; 

16 “(E) sex specific treatment for sexual as- 

17 sault, domestic violence, neglect, physical and 

18 mental abuse and ex|)loitation; and 

19 “(F) identification and treatment of de- 

20 mentias regardless of cause. 

21 “(d) Community BEtumoiuUj HEiU/ni Plan. — 

22 “(1) ESTiYBiJSHMENT. — The governing body of 

23 any Indian Tribe, Tribal Organization, or Urban In- 

24 dian Organization may adopt a resolution for the es- 

25 tablishment of a community behavdoral health plan 
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1 providing for the identification and coordination of 

2 available resources and programs to identify, pre- 

3 vent, or treat substance abuse, mental illness, or 

4 dysfunctional and self-destnietive behavior, inelnding 

5 child abuse and family violence, among its members 

6 or its sendee population. This plan should inelnde 

7 beha\doral health sendees, social sendees, intensive 

8 outpatient sendees, and contiiming aftercare. 

9 “(2) TbciinicaIj assistance. — ^At the request 

10 of an Indian Tribe, Tribal Organization, or Urban 

11 Indian Organization, the Bureau of Indian Affairs 

12 and the Sendee shall cooperate vdtli and pimdde 

13 technical assistance to the Indian Tribe, Tribal Or- 

14 ganization, or Urban Indian Organization in the de- 

15 velopment and implementation of such plan. 

16 “(3) Funding. — The Secretary, acting through 

17 the Sendee, may make funding available to Indian 

18 Tribes and Tribal Organizations which adopt a reso- 

19 Intion pursuant to paragraph (1) to obtain teehnieal 

20 assistance for the development of a eommmiity be- 

21 ha\doral health plan and to pimdde administrative 

22 support in the implementation of such plan. 

23 “(e) Coordination for Av^viij^vrility op Serv- 

24 ICES. — The Secretary, acting through the Sendee, Indian 

25 Tribes, Tribal Organizations, and Urban Indian Organiza- 
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1 tions, shall coordinate behavioral health planning, to the 

2 extent feasible, with other Federal agencies and with State 

3 agencies, to encourage comprehensive beha\ioral health 

4 sendees for Indians regardless of their place of residence. 

5 “(f) MentjVTj HEiU/ni CiVRE Need Assessment. — 

6 Not later than 1 year after the date of enactment of the 

7 Indian Health Care Improvement Act Amendments of 

8 2005, the Secretary, acting throngh the SeiHce, shall 

9 make an assessment of the need for inpatient mental 

10 health care among Indians and the availability and cost 

11 of inpatient mental health facilities which can meet such 

12 need. In making such assessment, the Secretary shall con- 

13 sider the possible conversion of existing, midenrsed SeiHce 

14 hospital beds into psychiatric units to meet such need. 

15 “SEC. 702. MEMORANDA OF AGREEMENT WITH THE DE- 

16 PARTMENT OF THE INTERIOR. 

17 “(a) Contents. — N ot later than 12 months after the 

18 date of enactment of the Indian Health Care Improvement 

19 Act Amendments of 2005, the Secretary, acting throngh 

20 the Service, arrd the Secretary of the Irrterior shall develop 

21 arrd errter irrto a rnernorarrda of agreernerrt, or re\dew arrd 

22 rrpdate arry existirrg rnernorarrda of agreernerrt, as reqrrired 

23 by sectiorr 4205 of the Irrdiarr Alcohol arrd Srrbstarrce 

24 Abrrse Preverrtiorr arrd Treatrnerrt Act of 1986 (25 U.S.C. 

25 2411) rrrrder which the Secretaries address the followirrg: 
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1 “(1) Tlie scope and nature of mental illness and 

2 dysfunctional and self-destnictive belia\ior, including 

3 child abuse and family \iolence, among Indians. 

4 “(2) The existing Federal, tribal, State, local, 

5 and private services, resources, and programs avail- 

6 able to provide behavioral health sei'vices for Indi- 

7 ans. 

8 “(3) The miniet need for additional sei'vices, re- 

9 sources, and programs necessary to meet the needs 

10 identified pursuant to paragraph (1). 

11 “(4) (A) The right of Indians, as citizens of the 

12 United States and of the States in which they re- 

13 side, to have access to behavioral health sei'vices to 

14 which all citizens have access. 

15 “(B) The right of Indians to participate in, and 

16 recewe the benefit of, such sei'vices. 

17 “(C) The actions necessary to protect the exer- 

18 cise of such right. 

19 “(5) The responsibilities of the Bureau of In- 

20 diaii Affairs and the Service, inchrding mental illness 

21 identification, prevention, education, referral, and 

22 treatment sei'vices (inchiding sei'vices through ninlti- 

23 disciplinaiy resource teams), at the central, area, 

24 and agency and Sei'vice Unit, Sendee Ai-ea, and 
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1 headquarters levels to address the problems ideiiti- 

2 tied ill paragraph (1). 

3 “(6) A strateg;!" for the eompreheiisive eoordiiia- 

4 tioii of the behavioral health sendees provided by the 

5 Bureau of Indian Affairs and the Sendee to meet 

6 the problems identified pursuant to paragraph (1), 

7 including — 

8 “(A) the coordination of alcohol and sub- 

9 stance abuse programs of the Sendee, the Bu- 

10 reau of Indian Affairs, and Indian Tribes and 

11 Tribal Organizations (developed under the In- 

12 diaii Alcohol and Substance Abuse Prevention 

13 and Treatment Act of 1986) with behavioral 

14 health initiatives pursuant to this Act, particu- 

15 laiiy with respect to the referral and treatment 

16 of dually diagnosed individuals requiring behav- 

17 ioral health and substance abuse treatment; and 

18 “(B) ensuring that the Bureau of Indian 

19 Affairs and Sendee programs and sendees (in- 

20 eluding multidisciplinary resource teams) ad- 

21 dressing child abuse and family violence are eo- 

22 ordinated with such non-Federal programs and 

23 sendees. 

24 “(7) Directing appropriate officials of the Bu- 

25 reau of Indian Affairs and the Sendee, particularly 
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1 at the agency and Sendee Unit levels, to cooperate 

2 fiilly vdtli tribal requests made pursuant to coninin- 

3 nity belia\doral health plans adopted under section 

4 7()l(c) and section 4206 of the Indian Alcohol and 

5 Substance Abuse Prevention and Treatment Act of 

6 1986 (25 U.S.C. 2412). 

7 “(8) Providing for an animal renew of such 

8 agreement by the Secretaries which shall be pronded 

9 to Congress and Indian Tribes and Tribal Organiza- 

10 tions. 

11 “(b) Specific PiiomsiONS Requiked. — T he memo- 

12 randa of agTeement updated or entered into pursuant to 

13 subsection (a) shall include specific pronsions pursuant to 

14 which the Sendee shall assume responsibility for — 

15 “(1) the determination of the scope of the prob- 

16 leni of alcohol and substance abuse among Indians, 

17 including the number of Indians within the jurisdic- 

18 tion of the Sendee who are directly or indirectly af- 

19 fected by alcohol and substance abuse and the finan- 

20 cial and human cost; 

21 “(2) an assessment of the existing and needed 

22 resources necessaiy for the prevention of alcohol and 

23 substance abuse and the treatment of Indians af- 

24 fected by alcohol and substance abuse; and 
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1 “(3) ail estimate of the funding necessaiy to 

2 adequately support a program of prevention of alco- 

3 liol and siibstanee abuse and treatment of Indians 

4 affected by alcohol and substance abuse. 

5 “(c) Consultation. — The Secretaiy, acting through 

6 the Sendee, and the Secretary of the Interior shall, in de- 

7 veloping the memoranda of agreement under subsection 

8 (a), consult vdth and solicit the comments from — 

9 “(1) Indian Tribes and Tribal Organizations; 

10 “(2) Indians; 

11 “(3) Urban Indian Organizations and other In- 

12 diaii organizations; and 

13 “(4) behavioral health sendee pro\dders. 

14 “(d) Publication. — Each nieniorandnm of agree- 

15 ment entered into or renewed (and amendments or niodi- 

16 fications thereto) under subsection (a) shall be published 

17 in the Federal Register. At the same time as publication 

18 in the Federal Register, the Secretary shall pimdde a copy 

19 of sneh memoranda, amendment, or modification to each 

20 Indian Tribe, Tribal Organization, and Urban Indian Or- 

21 ganization. 

22 “SEC. 703. COMPREHENSIVE BEHAVIORAL HEALTH PRE- 

23 VENTION AND TREATMENT PROGRAM. 

24 “(a) ESTiUILISIIMENT. 
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1 “(1) In gbneRzUj. — Tlie Secretary, aetiiig 

2 tliroiigli the SeiTice, Indian Tribes, and Tribal Orga- 

3 nizations, shall provide a program of eomprehensive 

4 behavioral health, prevention, treatment, and 

5 aftercare, inchiding Traditional Health Care Prae- 

6 tiees, which shall inelnde — 

7 “(A) prevention, throngh edneational inter- 

8 vention, in Indian eommmiities; 

9 “(B) aente detoxification, psychiatric hos- 

10 pitalization, residential, and intensive outpatient 

1 1 treatment; 

12 “(C) commmiity-based rehabilitation and 

13 aftercare; 

14 “(H) commmiity education and involve- 

15 merit, inchiding extensive training of health 

16 care, edneational, and commiinity-based person- 

17 nel; 

18 “(E) specialized residential treatment pro- 

19 gTains for high-risk populations, inchiding preg- 

20 riant and postpartum women and their children; 

21 and 

22 “(F) diagnostic serHces. 

23 “(2) TiViiGET popuIjATIONS. — The target popn- 

24 latiori of such programs shall be members of Indian 

25 Tribes. Efforts to train and educate key members of 
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1 the Indian commnnity shall also target employees of 

2 health, education, judicial, law enforeenient, legal, 

3 and social sendee programs. 

4 “(b) CONTRiVCT HEiVI/ni SBimcES. — 

5 “(1) In GENERitij. — The Seeretaiy, acting 

6 throngh the Sendee, Indian Tribes, and Tribal Orga- 

7 nizations, may enter into eontraets 'ndth public or 

8 private pimdders of behavioral health treatment 

9 sendees for the purpose of carr\dng out the program 

10 required under subsection (a). 

11 “(2) Pko\t;sion of assistance. — In carr\dng 

12 out this subsection, the Seeretaiy shall pro\dde as- 

13 sistance to Indian Tribes and Tribal Organizations 

14 to develop criteria for the certification of behaworal 

15 health sendee pro\dders and accreditation of sendee 

16 facilities which meet niinimnm standards for such 

17 sendees and facilities. 

1 8 “SEC. 704. MENTAL HEALTH TECHNICIAN PROGRAM. 

19 “(a) In GenbilvIj. — Under the authority of the Act 

20 of November 2, 1921 (25 U.S.C. 13) (eommonly knovii 

21 as the ‘Snyder Act’), the Secretary shall establish and 

22 maintain a mental health teehnieian program vdtliin the 

23 Sendee which — 

24 “(1) pro\ddes for the training of Indians as 

25 mental health teehnieians; and 
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1 “(2) employs such tecliiiiciaiis in the provision 

2 of eommniiity-based mental health care that includes 

3 identification, prevention, edncation, referral, and 

4 treatment sendees. 

5 “(b) PARiU^KOFESSiONj.\Jj TKiiiNiNG. — 111 carr\dng 

6 out subsection (a), the Seeretaiy, acting through the SeiT- 

7 ice, Indian Tribes, and Tribal Organizations, shall provide 

8 high-standard paraprofessional training in mental health 

9 care necessaiy to provide quality care to the Indian coni- 

10 nninities to be seived. Such training shall be based upon 

11 a enrrieulum developed or approved by the Secretary 

12 which combines edncation in the theory of mental health 

13 care vitli snpendsed practical experience in the pro\dsion 

14 of such care. 

15 “(c) Supek\t;sion and EvitiAiATiox OF Techni- 

16 CDtNS. — The Secretary, acting through the Sendee, Indian 

17 Tribes, and Tribal Organizations, shall snpendse and 

18 evaluate the mental health teehnicians in the training pro- 

19 gram. 

20 “(d) Tidvdition^vij HEiU/ni CiUiE Pidvctices. — T he 

21 Secretary, acting through the Sendee, shall ensure that 

22 the program established pursuant to this subsection in- 

23 volves the use and promotion of the Traditional Health 

24 Care Practices of the Indian Tribes to be seiwed. 
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1 “SEC. 705. LICENSING REQUIREMENT FOR MENTAL 

2 HEALTH CARE WORKERS. 

3 “Subject to the pimisioiis of section 221, any person 

4 employed as a psychologist, social worker, or marriage and 

5 family therapist for the purpose of providing mental health 

6 care sendees to Indians in a clinical setting under this Act 

7 is required to be licensed as a clinical psychologist, social 

8 worker, or marriage and family therapist, respectively, or 

9 working under the direct supendsion of a licensed clinical 

10 psychologist, social worker, or marriage and family thera- 

1 1 pist, respectively. 

12 “SEC. 706. INDIAN WOMEN TREATMENT PROGRAMS. 

13 “(a) Funding. — The Seeretaiy, consistent with sec- 

14 tion 701, shall make funds available to Indian Tribes, 

15 Tribal Organizations, and Urban Indian Organizations to 

16 develop and implement a comprehensive behavioral health 

17 program of prevention, inteiwention, treatment, and re- 

18 lapse prevention sendees that specifically addresses the 

19 spiritual, cultural, historical, social, and child care needs 

20 of Indian women, regardless of age. 

21 “(b) Use of Funds. — Funds made available pursu- 

22 ant to this section may be used to — 

23 “(1) develop and pro\dde community training, 

24 education, and prevention programs for Indian 

25 women relating to beha\doral health issues, including 

26 fetal alcohol disorders; 
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1 “(2) identity and pimide psychological sendees, 

2 eonnseling, advocacy, support, and relapse preven- 

3 tion to Indian women and their families; and 

4 “(3) develop prevention and inteiwention models 

5 for Indian women which ineoiporate Traditional 

6 Health Care Practices, cultural values, and coninin- 

7 nity and family involvement. 

8 “(c) CkiterL/V. — The Secretary, in consultation with 

9 Indian Tribes and Tribal Organizations, shall establish 

10 criteria for the review and approval of applications and 

1 1 proposals for funding under this section. 

12 “(d) EiVRiLVKK OP CEKT^iiN FuNDS. — Twenty per- 

13 cent of the funds appropriated pursuant to this section 

14 shall be used to make grants to Urban Indian Organiza- 

15 tions. 

16 “SEC. 707. INDIAN YOUTH PROGRAM. 

17 “(a) Detoxification and Reilviiilitation. — The 

18 Secretary, acting through the Sendee, consistent with sec- 

19 tion 701, shall develop and implement a program for acute 

20 detoxification and treatment for Indian youths, including 

21 beha\doral health sendees. The program shall include re- 

22 gdonal treatment centers designed to include detoxification 

23 and rehabilitation for both sexes on a referral basis and 

24 programs developed and implemented by Indian Tribes or 

25 Tribal Organizations at the local level under the Indian 
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1 Self-Determination and Education Assistance Act. Re- 

2 gional centers shall be integrated 'with the intake and re- 

3 habilitation programs based in the referring Indian com- 

4 ninnity. 

5 “(b) AjjCOiiol axd Substance Abuse Treatment 

6 Centers or Facilities. — 

7 “(1) Establishment. — 

8 “(A) In GENERiVij. — The Secretary, acting 

9 throngh the Seiwice, Indian Tribes, and Tribal 

10 Organizations, shall constnict, renovate, or, as 

1 1 necessary, purchase, arrd appropriately staff 

12 arrd operate, at least 1 yorrth regiorral treatmerrt 

13 cerrter or treatmerrt rretwork irr each area rrrrder 

14 the jrrrisdictiorr of arr Ai'ea Office. 

15 “(B) Area office in CiUAFORNUv. — For 

16 the purposes of this srrbsectiorr, the Ar-ea Office 

17 irr Califorrria shall be corrsidered to be 2 Ar-ea 

18 Offices, 1 office -whose jrrrisdictiorr shall be corr- 

19 sidered to errcompass the rrortherrr area of the 

20 State of Califorrria, arrd 1 office whose jrrrisdic- 

21 tiorr shall be corrsidered to errcompass the re- 

22 niairrder of the State of Califorrria for the prrr- 

23 pose of iniplemerrtirrg Califorrria treatmerrt rret- 

24 works. 
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“(2) Fundin'G. — For the purpose of staffing 
and operating sncli centers or facilities, fnnding 
shall be pnrsnant to the Act of November 2, 1921 
(25 U.S.C. 13). 

“(3) Locatiox. — youth treatment center 
constnieted or pnrehased nnder this subsection shall 
be constructed or purchased at a location within the 
area described in paragraph (1) agreed upon (by ap- 
propriate tribal resolntion) by a majority of the In- 
dian Tribes to be served by such center. 

“(4) Specific pko\gsion op funds. — 

“(A) In GENERiiij. — Notwithstanding any 
other pro\ision of this title, the Secretary may, 
from arnoniits authorized to be appropriated for 
the purposes of earning ont this section, make 
funds available to — 

“(i) the Tanaria Chiefs Conference, 
Incorporated, for the purpose of leasing, 
constnreting, renovating, operating, and 
maintaining a residential youth treatment 
facility in Fairbanks, Alaska; and 

“(ii) the Southeast Alaska Regional 
Health Corporation to staff and operate a 
residential youth treatment facility without 
regard to the proHso set forth in section 
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1 4:{l) of the Indian Self-Determination and 

2 Education Assistance Act (25 U.S.C. 

3 450b(i)). 

4 “(B) Pkowsion of ser\tcbs to eligi- 

5 bIjE youths. — Until additional residential 

6 yontli treatment facilities are established in 

7 Alaska pursuant to this section, the facilities 

8 specified in subparagraph (A) shall make every 

9 effort to proUde services to all eligible Irrdiarr 

10 yorrths residirrg irr Alaska. 

11 “(c) iNTEKMEDUtTE ADOLESCENT BETLV\TOiLY[j 

12 H E ATiTTT SeK\TCBS. 

13 “(1) In geneilUj. — The Secretary, aetirrg 

14 throrrgh the Service, Irrdiarr Tribes, arrd Tribal Orga- 

15 rrizatiorrs, may proUde irrterrnediate behaUoral 

16 health services, which may irreorporate Traditiorral 

17 Health Care Practices, to Irrdiarr childrerr arrd ado- 

18 leseerrts, irrchrdirrg — 

19 “(A) pretreatrnerrt assistarree; 

20 “(B) irrpatierrt, orrtpatierrt, arrd aftercare 

21 services; 

22 “(C) ernergerrcy care; 

23 “(D) srrieide preverrtiorr arrd crisis irrterverr- 

24 tiorr; arrd 
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1 “(E) prevention and treatment of mental 

2 illness and dysfunctional and self-destnictive 

3 behavior, inelnding child abuse and family ^io- 

4 lence. 

5 “(2) Use OF funds. — Funds provided under 

6 this subsection may be used — 

7 “(A) to construct or renovate an existing 

8 health facility to provide intermediate behav- 

9 ioral health sendees; 

10 “(B) to hire beha\doral health profes- 

1 1 sionals; 

12 “(C) to staff, operate, and maintain an in- 

13 terniediate mental health facility, group home, 

14 sober housing, transitional housing or similar 

15 facilities, or youth shelter where intermediate 

16 beha\doral health sendees are being pro\dded; 

17 “(D) to make renovations and hire appro- 

18 priate staff to convert existing hospital beds 

19 into adolescent psychiatric units; and 

20 “(E) for intensive home- and coninnuiity- 

21 based sendees. 

22 “(3) CiiiTEKUt. — The Secretary, acting through 

23 the Sei'\dce, shall, in consultation vdth Indian Tribes 

24 and Tribal Organizations, establish criteria for the 
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1 re\iew and approval of applications or proposals for 

2 funding made available pnrsnant to this subsection. 

3 “(d) FEDEiiiiiJjY Owned Structures. — 

4 “(1) In geneRiVIj. — The Secretary, in consulta- 

5 tion vith Indian Tribes and Tribal Organizations, 

6 shall — 

7 “(A) identify and use, where appropriate, 

8 federally owned stiTictures suitable for local res- 

9 idential or regional behacioral health treatment 

10 for Indian youths; and 

11 “(B) establish gniidelines, in consultation 

12 vith Indian Tribes and Tribal Organizations, 

13 for determining the suitability of any such fed- 

14 erally owned stnictnre to be used for local resi- 

15 dential or regional behavioral health treatment 

16 for Indian youths. 

17 “(2) Terms and conditions for use op 

18 STRUCTURE. — ^Any structure described in paragraph 

19 (1) may be used under such terms and conditions as 

20 may be agreed upon by the Secretary and the agency 

21 hacing responsibility for the stiucture and any In- 

22 diaii Tribe or Tribal Organization operating the pro- 

23 gram. 

24 “(e) B.e har iuitation and Ar'TERttVRE Servic^es. — 
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1 “(1) In GENEiiiiij. — Tlie Secretary, Indian 

2 Tribes, or Tribal Organizations, in cooperation 'with 

3 the Secretary of the Interior, shall develop and ini- 

4 plenient 'within each Seiwice Unit, coninnniity-based 

5 rehabilitation and follow-np seiwices for Indian 

6 youths 'wiio are ha'^ing significant behawioral health 

7 problems, and require long-term treatment, coninin- 

8 nity reintegration, and monitoring to support the In- 

9 diaii youths after their return to their home coninin- 

10 nity. 

11 “(2) ADMiNiSTRiVTiON. — Sendees under para- 

12 graph (1) shall be provided by trained staff 'within 

13 the eommmiity who can assist the Indian youths in 

14 their contiiming development of self-image, positive 

15 probleni-sohing skills, and nonalcohol or substance 

16 abusing beha’^iors. Such staff may include alcohol 

17 and substance abuse counselors, mental health pro- 

18 fessionals, and other health professionals and para- 

19 professionals, inclnding eommmiity health represent- 

20 atives. 

21 “(f) Inclusion op FiVMiijV in Youth Treatment 

22 PkogkjUI. — I n pro’^iding the treatment and other sendees 

23 to Indian youths authorized by this section, the Secretary, 

24 acting throngh the Sendee, Indian Tribes, and Tribal Or- 

25 ganizations, shall pimdde for the inclnsion of family meni- 
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1 bers of such youths in the treatment programs or other 

2 sendees as may be appropriate. Not less than 10 percent 

3 of the funds appropriated for the purposes of cari'Adng out 

4 subsection (e) shall be used for outpatient care of adult 

5 family members related to the treatment of an Indian 

6 youth under that subsection. 

7 “(g) Multidkug ArruSE PROGKiUi. — The Secretary, 

8 actirrg throrrgh the Ser'\ice, Irrdiarr Tribes, Tribal Orgarri- 

9 zatiorrs, arrd Urbarr Irrdiarr Orgarrizatiorrs, shall provide, 

10 corrsisterrt 'with sectiorr 701, programs arrd ser-\ices to pre- 

11 verrt arrd treat the abrrse of mrrltiple forms of srrbstarrces, 

12 irrchrdirrg alcohol, drrrgs, irrhalarrts, arrd tobacco, arriorrg 

13 Irrdiarr yorrths residirrg irr Irrdiarr commrrrrities, orr or rrear 

14 reserTatiorrs, arrd irr rrrbarr areas arrd provide appropriate 

15 rrrerrtal health services to address the irrciderrce of merrtal 

16 ilhress arriorrg such youths. 

17 “SEC. 708. INPATIENT AND COMMUNITY-BASED MENTAL 

18 HEALTH FACILITIES DESIGN, CONSTRUC- 

19 TION, AND STAFFING. 

20 “Not later tharr 1 year after the date of erractmerrt 

21 of the Irrdiarr Health Care Improveriierrt Act Amerrdmerrts 

22 of 2005, the Secretary, actirrg through the Service, Irrdiarr 

23 Tribes, arrd Tribal Orgarrizatiorrs, may proHde, irr each 

24 area of the Service, rrot less tharr 1 irrpatierrt merrtal health 

25 care facility, or the eqrrivalerrt, for Irrdiarrs with beha\ioral 
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1 health problems. For the purposes of this subsection, Cali- 

2 foriiia shall be considered to be 2 Area Offices, 1 office 

3 whose location shall be considered to encompass the north- 

4 ern area of the State of California and 1 office whose ju- 

5 risdietion shall be considered to encompass the remainder 

6 of the State of California. The Secretary shall consider 

7 the possible conversion of existing, undenised Sei'^ice hos- 

8 pital beds into psychiatric units to meet such need. 

9 “SEC. 709. TRAINING AND COMMUNITY EDUCATION. 

10 “(a) PkO(}1uvm. — T he Secretary, irr cooperatiorr vdth 

1 1 the Secretary of the Irrterior, shall develop arrd irnplernerrt 

12 or provide frrrrdirrg for Irrdiarr Tribes arrd Tribal Orgarriza- 

13 tiorrs to develop arrd irnplernerrt, vithirr each Serfice Urrit 

14 or tribal program, a program of cornrnrrrrity edrrcatiorr arrd 

15 irrvolvernerrt which shall be desigired to provide corrcise arrd 

16 timely irrforrnatiorr to the eornrnrrrrity leadership of each 

17 tribal cornrnrrrrity. Srrch program shall irrchrde edrrcatiorr 

18 aborrt behaworal health issrres to political leaders. Tribal 

19 jrrdges, law errforcernerrt persorrrrel, members of tribal 

20 health arrd edrrcatiorr boards, health care profiders irrehrd- 

21 irrg traditiorral practitiorrers, arrd other critical members 

22 of each tribal cornrnrrrrity. Cornrnrrrrity-based trairrirrg (ori- 

23 errted toward local capacity developrnerrt) shall also irrchrde 

24 tribal eornrnrrrrity prmider trairrirrg (desigrred for adult 
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1 learners from the commniiities reeehing sendees for pre- 

2 veiitioii, iiiteiTeiitioii, treatment, and aftereare). 

3 “(b) Instruction. — The Seeretaiy, aeting through 

4 the Sendee, shall, either direetly or through Indian Tribes 

5 and Tribal Organizations, pronde instniction in the area 

6 of beha\doral health issues, inelnding instraetion in crisis 

7 inteiTention and family relations in the context of alcohol 

8 and substance abuse, child sexual abuse, youth alcohol and 

9 substance abuse, and the causes and effects of fetal alco- 

10 hoi disorders to appropriate employees of the Bureau of 

1 1 Indian Affairs and the Sendee, and to personnel in schools 

12 or programs operated under any contract with the Bureau 

13 of Indian Affairs or the Sendee, ineluding supendsors of 

14 emergency shelters and halfway houses described in sec- 

15 tion 4213 of the Indian Alcohol and Substance Abuse Pre- 

16 vention and Treatment Act of 1986 (25 U.S.C. 2433). 

17 “(e) TRiiiNiNG ModeIjS. — In carndng out the edu- 

18 cation and training programs required by this section, the 

19 Secretary, in consultation i\dth Indian Tribes, Tribal Or- 

20 ganizations, Indian beha\doral health experts, and Indian 

21 alcohol and substance abuse prevention exiierts, shall de- 

22 velop and pro\dde community-based training models. Such 

23 models shall address — 

24 “(1) the elevated risk of alcohol and beha\doral 

25 health problems faced by ehildren of alcoholics; 
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1 “(2) the enltnral, spiritual, and 

2 mnltigeiieratioiial aspects of behavioral health prob- 

3 lem prevention and recovery; and 

4 “(3) eoninnniity-based and ninltidisciplinaiy 

5 strategies for preventing and treating behavioral 

6 health problems. 

7 “SEC. 710. BEHAVIORAL HEALTH PROGRAM. 

8 “(a) Innov^ativts Pkogrvms. — T he Secretary, aetirrg 

9 throrrgh the Service, Irrdiarr Tribes, arrd Tribal Orgarriza- 

10 tiorrs, eorrsisterrt with seetiorr 701, may plarr, develop, irn- 

11 plernerrt, arrd carry orrt programs to deliver irrrrovative 

12 cornrnrrrrity-based behavioral health ser-vices to Irrdiarrs. 

13 “(b) Funding; Ckiterlv. — T he Secretary may 

14 award such firrrdirrg for a project urrder subsectiorr (a) to 

15 arr Irrdiarr Tribe or Tribal Orgarrizatiorr arrd may corrsider 

16 the follovvirrg criteria: 

17 “(1) The project will address sigrrifrcarrt rrrrrnet 

18 behavioral health rreeds arnorrg Irrdiarrs. 

19 “(2) The project will serve a sigrrifrcarrt mrrnber 

20 of Irrdiarrs. 

21 “(3) The project has the poterrtial to deliver 

22 services irr arr efficierrt arrd effective marrrrer. 

23 “(4) The Irrdiarr Tribe or Tribal Orgarrizatiorr 

24 has the adrnirristrative arrd frrrarreial capability to ad- 

25 rnirrister the project. 
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1 “(5) Tlie project may deliver sendees in a niaii- 

2 iier eonsisteiit with Traditional Health Care Prac- 

3 tiees. 

4 “(6) The project is coordinated vdth, and avoids 

5 duplication of, existing sendees. 

6 “(e) Equitable Treatment. — For purposes of this 

7 subsection, the Secretary shall, in evalnating project appli- 

8 cations or proposals, rise the same criteria that the Sec- 

9 retaiy rises in evahiating any other application or proposal 

10 for siieli fiinding. 

1 1 “SEC. 711. FETAL ALCOHOL DISORDER FUNDING. 

12 “(a) PKOGKiUIS. — 

13 “(1) ESTiVBiASiiMENT. — The Secretary, eonsist- 

14 ent with section 701, acting throngh the Seridce, In- 

15 diaii Tribes, and Tribal Organizations, is anthordzed 

16 to establish and operate fetal alcohol disorder pro- 

17 grams as provided in this section for the purposes 

18 of meeting the health status objectives specified in 

19 section 3. 

20 “(2) Use OF funds. — Fmiding pro\dded piirsn- 

21 ant to this section shall be used for the follovdiig: 

22 “(A) To develop and pro\dde for Indians 

23 eommmiity and in school training, edneation, 

24 and prevention programs relating to fetal alco- 

25 hoi disorders. 
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“(B) To identify and provide behavioral 
health treatment to high-risk Indian women 
and high-risk women pregnant vdtli an Indian’s 
child. 

“(C) To identify and pimide appropriate 
psychological sendees, edneational and voca- 
tional support, eomiseling, advocacy, and infor- 
mation to fetal alcohol disorder affected Indians 
and their families or caretakers. 

“(D) To develop and implement eomiseling 
and support programs in schools for fetal alco- 
hol disorder affected Indian children. 

“(E) To develop prevention and inteiven- 
tion models which incoiporate practitioners of 
Traditional Health Care Practices, cultural and 
spiritual values, and community involvement. 

“(F) To develop, print, and disseminate 
education and prevention materials on fetal al- 
cohol disorder. 

“(G) To develop and implement, through 
the tribal consultation process, culturally sen- 
sitive assessment and diagnostic tools including 
dysmoiphologj" clinics and multidisciplinaiy 
fetal alcohol disorder clinics for use in Indian 
communities and Urban Centers. 
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1 “(H) To develop early eliildliood iiiteiTeii- 

2 tion projects from birth on to mitigate the ef- 

3 feets of fetal alcohol disorder among Indians. 

4 “(I) To develop and fund commmiity-based 

5 adnlt fetal alcohol disorder honsing and support 

6 sendees for Indians and for women pregnant 

7 vdtli an Indian’s child. 

8 “(3) Criteklv for applications. — The Sec- 

9 retaiy shall establish criteria for the review and ap- 

10 proval of applications for fmiding under this section. 

11 “(b) Seratces. — T he Secretary, acting through the 

12 Sendee and Indian Tribes, Tribal Organizations, and 

13 Urban Indian Organizations, shall — 

14 “(1) develop and pimdde sendees for the pre- 

15 vention, inteivention, treatment, and aftercare for 

16 those affected by fetal alcohol disorder in Indian 

17 commnnities; and 

18 “(2) provide supportive sendees, directly or 

19 through an Indian Tribe, Tribal Organization, or 

20 Urban Indian Organization, inelnding sendees to 

21 meet the special educational, vocational, sehool-to- 

22 work transition, and independent living needs of ad- 

23 olescent and adnlt Indians vdth fetal alcohol dis- 

24 order. 
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1 “(c) Task Force. — Tlie Secretary shall establish a 

2 task force to be kiioAii as the Fetal Alcohol Disorder Task 

3 Force to ad\ise the Secretary in cari'^diig out subsection 

4 (b). Snell task force shall be composed of representatives 

5 from the following: 

6 “(1) The National Institute on Drug Abuse. 

7 “(2) The National Institute on Alcohol and Al- 

8 coholism. 

9 “(3) The Office of Substance Abuse Prevention. 

10 “(4) The National Institute of Mental Health. 

11 “(5) The Service. 

12 “(6) The Office of Minority Health of the De- 

13 partrnent of Health and Human SeiHces. 

14 “(7) The Administration for Native Americans. 

15 “(8) The National Institrite of Child Health 

16 and Hmnan Development (NICHD). 

17 “(9) The Cerrters for Disease Corrtrol arrd Pre- 

18 verrtiorr. 

19 “(10) The Brrrearr of Irrdiarr Affairs. 

20 “(11) Irrdiarr Tribes. 

21 “(12) Tribal Orgarrizatiorrs. 

22 “(13) Urbarr Irrdiarr Orgarrizatiorrs. 

23 “(14) Irrdiarr fetal alcohol disorder experts. 

24 “(d) Applied Researc:!! Projects. — The Sec- 

25 retary, actirrg through the Srrbstarrce Abuse arrd Merrtal 
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1 Health Sendees Administration, shall make funding avail- 

2 able to Indian Tribes, Tribal Organizations, and Urban 

3 Indian Organizations for applied researeh projects which 

4 propose to elevate the understanding of methods to pre- 

5 vent, inteivene, treat, or provide rehabilitation and behav- 

6 ioral health aftercare for Indians and Urban Indians af- 

7 fected by fetal alcohol disorder. 

8 “(e) Funding pok Ukban Induvn Okganiza- 

9 TIONS. — Ten percent of the funds appropriated pursuant 

10 to this section shall be used to make grants to Urban In- 

1 1 dian Organizations funded under title V. 

12 “SEC. 712. CHILD SEXUAL ABUSE AND PREVENTION TREAT- 

13 MENT PROGRAMS. 

14 “(a) Esiuvblishment. — The Secretary, acting 

15 through the Service, arrd the Secretary of the Irrterior, Irr- 

16 diarr Tribes, arrd Tribal Orgarrizatiorrs shall establish, corr- 

17 sisterrt with sectiorr 701, irr every SerHce Ar-ea, programs 

1 8 irrvohirrg treatriierrt for — 

19 “(1) Hctinis of sexual abrrse who are Irr diarr 

20 childrerr or childrerr irr arr Irrdiarr horrsehold; arrd 

21 “(2) perpetrators of child sexual abrrse who are 

22 Irrdiarr or members of arr Irrdiarr horrsehold. 

23 “(b) Use op Funds. — Frrrrdirrg provided prrrsrrarrt to 

24 this sectiorr shall be rrsed for the followirrg: 
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1 “(1) To develop and provide commniiity edn- 

2 cation and prevention programs related to sexual 

3 abuse of Indian children or children in an Indian 

4 household . 

5 “(2) To identify and provide behavioral health 

6 treatment to victims of sexual abuse who are Indian 

7 children or children in an Indian household, and to 

8 their family members who are affected by sexual 

9 abuse. 

10 “(3) To develop prevention and inteiwention 

11 models which incorporate Traditional Health Care 

12 Practices, cultural and spiritual values, and conimu- 

13 nity involvement. 

14 “(4) To develop and implement, through the 

15 tribal consultation process, culturally sensitive as- 

16 sessment and diagnostic tools for use in Indian coni- 

17 mmiities and Urban Centers. 

18 “(5) To identify and provide behavioral health 

19 treatment to Indian perpetrators and perpetrators 

20 vviio are members of an Indian household — 

21 “(A) making efforts to begin offender and 

22 behavioral health treatment vviiile the perpetra- 

23 tor is incarcerated or at the earliest possible 

24 date if the perpetrator is not incarcerated; and 
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1 “(B) pimidiiig treatment after the per- 

2 petrator is released, until it is determined that 

3 the perpetrator is not a threat to children. 

4 “SEC. 713. BEHAVIORAL HEALTH RESEARCH. 

5 “The Secretary, in consultation with appropriate 

6 Federal agencies, shall pimide funding to Indian Tribes, 

7 Tribal Organizations, and Urban Indian Organizations or 

8 enter into eontraets 'with, or make grants to appropriate 

9 institutions for, the conduct of research on the incidence 

10 and prevalence of behawioral health problems among Indi- 

1 1 ans served by the Service, Irrdiarr Tribes, or Tribal Orgarri- 

12 zatiorrs arrd aniorrg Irrdiarrs irr rrrbarr areas. Research pri- 

1 3 orities urrder this sectiorr shall irrclude — 

14 “(1) the irrterrelatiorrship arrd irrterdeperrderrce 

15 of beha'^ioral health problems 'with aleoholism arrd 

16 other srrbstarree abuse, srrieide, homicides, other irr- 

17 juries, arrd the irrciderree of family ■\iolerree; arrd 

18 “(2) the developmerrt of models of preverrtiorr 

19 techrriques. 

20 The effect of the irrterrelatiorrships arrd irrterdeperrderrcies 

21 referred to irr paragraph (1) orr childrerr, arrd the develop- 

22 nierrt of preverrtiorr teehrriqrres urrder paragraph (2) appli- 

23 cable to childrerr, shall be emphasized. 
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1 “SEC. 714. DEFINITIONS. 

2 “For the purpose of this title, the following defiiii- 

3 tions shall apply: 

4 “(1) Assessment. — T he term ‘assessment’ 

5 means the systematie collection, analysis, and dis- 

6 semination of information on health status, health 

7 needs, and health problems. 

8 “(2) AijCOiiol-kelated 

9 NEUKODETOIjOPMENTAIj disorders or x\RND. — The 

10 term ‘alcohol-related neurodevelop mental disorders’ 

11 or ‘ARND’ means, with a history of maternal aleo- 

12 hoi eonsumption during pregnancy, central neiTous 

13 system involvement such as developmental delay, in- 

14 telleetual deficit, or neurologic abnormalities. Behav- 

15 iorally, there can be problems with irritability, and 

16 failure to thrive as infants. As children become older 

17 there will likely be hjperactmty, attention deficit, 

18 language dysfinietion, and perceptual and judgment 

19 problems. 

20 “(3) BeIDUTORAIj TTRATOUT AETERttVRE. — The 

21 term ‘beha\ioral health aftercare’ includes those ae- 

22 thities and resources used to support recovery fol- 

23 lowing inpatient, residential, intensive substance 

24 abuse, or mental health outpatient or outpatient 

25 treatment. The pmpose is to help prevent or deal 

26 vith relapse by ensuring that by the time a client or 
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1 patient is discharged from a level of care, such as 

2 outpatient treatment, an aftercare plan lias been de- 

3 veloped with the client. An aftercare plan may use 

4 such resources a as commnnity-based therapeutic 

5 group, transitional Ihing facilities, a 12-step spon- 

6 sor, a local 12-step or other related support group, 

7 and other conimnnity-based providers (mental health 

8 professionals, traditional health care practitioners, 

9 conimnnity health aides, commnnity health rep- 

10 resentatives, mental health technicians, ministers, 

11 etc.) 

12 “(4) DilvTj DiitGNOSiS. — The term ‘dual diag- 

13 nosis’ means coexisting substance abuse and mental 

14 illness conditions or diagnosis. Such clients are 

15 sometimes referred to as mentally ill chemical abns- 

16 ers (MICAs). 

17 “(5) FETiii. ^\IjCOIIOL disorders. — T he term 

18 ‘fetal alcohol disorders’ means fetal alcohol s\ri- 

19 drome, partial fetal alcohol swidrome and alcohol re- 

20 lated nenrodevelopmental disorder (AIIND). 

21 “(6) FSTiUj iVIjOOIIOL SYNDROME OR FAS. — 

22 The term ‘fetal alcohol swidrome’ or ‘FAS’ means a 

23 s\nidronie in which, vitli a history of maternal alco- 

24 hoi consumption during pregnancy, the following cri- 

25 teria are met: 
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1 “(A) Central iieiTons system involvement 

2 such as developmental delay, intellectnal deficit, 

3 mieroeneeplialy, or nenrologie abnormalities. 

4 “(B) Craniofacial abnormalities with at 

5 least 2 of the following: microophthalmia, short 

6 palpebral fissures, poorly developed philtrmn, 

7 thin upper lip, flat nasal bridge, and short 

8 upturned nose. 

9 “(C) Prenatal or postnatal grovtli delay. 

10 “(7) PiVRTiAij FAS. — The term ‘partial FAS’ 

11 means, with a history of maternal alcohol consmnp- 

12 tion during pregnancy, ha\ing most of the criteria of 

13 FAS, though not meeting a minimum of at least 2 

14 of the following: niicroophthalmia, short palpebral 

15 fissures, poorly developed philtnun, thin upper lip, 

16 flat nasal bridge, and short upturned nose. 

17 “(8) Rejl\iuijtatiox. — T he term ‘rehabilita- 

18 tion’ means to restore the ability or capacity to en- 

19 gage in usual and customary life activities throrrgh 

20 edrrcatiorr arrd therapy. 

21 “(9) Substance j.\i^use. — T he term ‘srrbstarrce 

22 abrrse’ irrehrdes irrhalarrt abrrse. 
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1 “SEC. 715. AUTHORIZATION OF APPROPRIATIONS. 

2 “Tliere is authorized to be appropriated such sums 

3 as may be necessary for each fiscal year through fiscal 

4 year 2015 to carry out the provisions of this title. 

5 “TITLE VIII— MISCELLANEOUS 

6 “SEC. 801. REPORTS. 

7 “The President shall, at the time the budget is sub- 

8 initted under section 1105 of title 31, United States Code, 

9 for each fiscal year transmit to Congress a report contain- 

10 ing the following: 

11 “(1) A report on the progress made in meeting 

12 the objectives of this Act, including a review of pro- 

13 grams established or assisted pursuant to this Act 

14 and assessments and recommendations of additional 

15 programs or additional assistance necessary to, at a 

16 minimum, provide health sei'vices to Indians and en- 

17 sure a health status for Indians, vviiich are at a par- 

18 ity with the health services available to and the 

19 health status of the general population, including 

20 specific comparisons of appropriations provided and 

21 those required for such parity. 

22 “(2) A report on whether, and to what extent, 

23 new national health care programs, benefits, initia- 

24 fives, or financing systems liav'e had an impact on 

25 the purposes of this Act arrd arry steps that the Sec- 

26 retary may have takerr to corrsult with Irrdiarr Tribes, 
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1 Tribal Organizations, and Urban Indian Organiza- 

2 tions to address sncli impact, including a report on 

3 proposed elianges in allocation of funding pursuant 

4 to section 808. 

5 “(3) A report on the use of health sendees by 

6 Indians — 

7 “(A) on a national and area or other rel- 

8 evant geographical basis; 

9 “(B) by gender and age; 

10 “(C) by source of pa\nnent and t\^e of 

1 1 sendee; 

12 “(D) comparing such rates of use with 

13 rates of use among comparable non-Indian pop- 

14 nlations; and 

15 “(E) pimdded under contracts. 

16 “(4) A report of contractors to the Secretary on 

17 Health Care Edneational Loan Repa\Tnents every 6 

18 rrrorrths reqrrired by sectiorr 110. 

19 “(5) A gerreral arrdit report of the Secretary orr 

20 the Health Care Edrrcatiorral Loarr Repa\Tnerrt Pro- 

21 gram as reqrrired by sectiorr llO(rr). 

22 “(6) A report of the frrrdirrgs arrd eorrehrsiorrs of 

23 dernorrstratiorr programs orr developrnerrt of edrr- 

24 catiorral crrrricrrla for srrbstarrce abrrse corrrrselirrg as 

25 reqrrired irr sectiorr 125(f). 
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1 “(7) A separate statement which specifies the 

2 amount of funds requested to cany out the pron- 

3 sions of section 201. 

4 “(8) A report of the evaluations of health pro- 

5 motion and disease prevention as required in section 

6 203(c). 

7 “(9) A biennial report to Congress on infectious 

8 diseases as required by section 212. 

9 “(10) A report on eimronmental and nuclear 

10 health hazards as required by section 215. 

11 “(11) An annual report on the status of all 

12 health care facilities needs as required by section 

13 301(c)(2) and 301(d). 

14 “(12) Keports on safe water and sanitary waste 

15 disposal facilities as required by section 302(h). 

16 “(13) An annual report on the expenditure of 

17 nonsei'^ice funds for renovation as required by sec- 

18 tions 304(b)(2). 

19 “(14) A report identifHdng the backlog of niain- 

20 tenance and repair required at Service arrd tribal fa- 

21 cilities reqrrired by sectiorr 313(a). 

22 “(15) A report pro\idirrg arr accorrrrtirrg of reirri- 

23 brrrsemerrt frrrrds made available to the Secretary 

24 rrrrder titles XVIII, XIX, arrd XXI of the Social Se- 

25 crrrity Act. 
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1 “(16) A report on any arrangements for the 

2 sharing of medical facilities or sendees, as author- 

3 ized by section 406. 

4 “(17) A report on evaluation and renewal of 

5 Urban Indian programs under section 505. 

6 “(18) A report on the evaluation of programs 

7 as required by section 513(d). 

8 “(19) A report on alcohol and substance abuse 

9 as required by section 701(f). 

10 “SEC. 802. REGULATIONS. 

11 “(a) DExVdlines. — 

12 “(1) Pkocedukbs. — N ot later than 90 days 

13 after the date of enactment of the Indian Health 

14 Care Improvement Act Amendments of 2005, the 

15 Secretary shall initiate procedures under snbchapter 

16 III of chapter 5 of title 5, United States Code, to 

17 negotiate and promulgate such regulations or 

18 amendments thereto that are necessary to carry orrt 

19 titles I (except sectiorrs 105, 115, arrd 117), II, III, 

20 arrd VII. The Secretary may promulgate regnrlatiorrs 

21 to carry out sectiorrs 105, 115, 117, arrd titles IV 

22 arrd V, rrsirrg the procedrrres reqrrired by chapter V 

23 of title 5, Urrited States Code (cornrnorrly krrovir as 

24 the ‘Adrnirristrative Procedure Act’). The Secretary 
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1 shall issue no regulations to eariy out titles VI and 

2 \^II. 

3 “(2) Pkoposed KEGUijiVTioxs. — Proposed reg- 

4 ulations to implement this Aet shall be published in 

5 the Federal Register by the Seeretary no later than 

6 1 year after the date of enactment of the Indian 

7 Health Care Improvement Aet Amendments of 2005 

8 and shall have no less than a 120-day comment pe- 

9 riod. 

10 “(3) ExiuiiiVTiON OP AUTHORITY. — Except as 

11 othenvise provided herein, the authority to proniul- 

12 gate regulations under this Act shall exjiire 24 

13 months from the date of enactment of this Aet. 

14 “(b) CoMiiiTTEE. — ^A negotiated rulemaking coniniit- 

15 tee established pursuant to section 565 of title 5, United 

16 States Code, to cany out this section shall have as its 

17 members only representatives of the Federal Government 

18 and representatives of Indian Tribes and Tribal Organiza- 

19 tions, a majority of whom shall be nominated by and be 

20 representatives of Indian Tribes, Tribal Organizations, 

21 and Urban Indian Organizations from each Sendee Area. 

22 The representative of the Urban Indian Organization shall 

23 be deemed to be an elected officer of a tribal government 

24 for purposes of apphdng section 204(b) of the Unfunded 

25 Mandates Reform Act of 1995 (2 U.S.C. 1534(b)). 
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1 “(c) AWiii^TATiON OP Pkocedukes. — Tlie Secretary 

2 shall adapt the negotiated iiileniaking procedures to the 

3 nniqrie context of self-governance and the governnient-to- 

4 goverinnent relationship between the United States and 

5 Indian Tribes. 

6 “(d) Lack of REOliijiVTioxs. — The lack of proninl- 

7 gated regulations shall not limit the effect of this Act. 

8 “(e) Inconsistent Regulations. — The pimisions 

9 of this Act shall supersede any conflicting provisions of 

10 law) in effect on the day before the date of enactment of 

1 1 the Indian Health Care Improvement Act Amendments of 

12 2005, and the Secretary is arrthorized to repeal arry regir- 

13 latiorr irrcorrsisterrt with the provisiorrs of this Act. 

14 “SEC. 803. PLAN OF IMPLEMENTATION. 

15 “Not later tharr 9 rnorrths after the date of erractrnerrt 

16 of the Irrdiarr Health Care Irnprovernerrt Act Arnerrdrnerrts 

17 of 2005, the Secretary irr corrsrrltatiorr 'with Irrdiarr Tribes, 

18 Tribal Orgarrizatiorrs, arrd Urbarr Irrdiarr Orgarrizatiorrs, 

19 shall srrbrnit to Corrgress a plarr exirlairrirrg the rnarrrrer arrd 

20 schedrrle (irrchrdirrg a schedule of appropriatiorr requests), 

21 by title arrd sectiorr, by which the Secretary 11111 irnplernerrt 

22 the provisiorrs of this Act. 

23 “SEC. 804. AVAILABILITY OF FUNDS. 

24 “The frrrrds appropriated prrrsrrarrt to this Act shall 

25 rernairr available rrrrtil exjrerrded. 
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1 “SEC. 805. LIMITATION ON USE OF FUNDS APPROPRIATED 

2 TO THE INDIAN HEALTH SERVICE. 

3 “Aliy limitation on the use of funds contained in an 

4 Act pimiding appropriations for the Department for a pe- 

5 riod with respect to the perfornianee of abortions shall 

6 apply for that period 'with respect to the performance of 

7 abortions using funds eontained in an Act pimiding ap- 

8 propriations for the Sendee. 

9 “SEC. 806. ELIGIBILITY OF CALIFORNIA INDIANS. 

10 “(a) In GeneiuvIj. — T he following California Indians 

1 1 shall be eligible for health sendees pro\dded by the Sendee: 

12 “(1) Any member of a federally recognized In- 

13 diaii Tribe. 

14 “(2) Any descendant of an Indian who was re- 

15 siding in California on June 1, 1852, if such 

16 descendant — 

17 “(A) is a member of the Indian eommunity 

18 seiwed by a local program of the Sendee; and 

19 “(B) is regarded as an Indian by the com- 

20 niunity in which such descendant lives. 

21 “(3) Any Indian who holds trust interests in 

22 public domain, national forest, or reseiwation allot- 

23 ments in California. 

24 “(4) Any Indian in California who is listed on 

25 the plans for distribution of the assets of rancherias 

26 and reseiwations located 'wdthin the State of Califor- 
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1 Ilia under the Act of August 18, 1958 (72 Stat. 

2 619), and any descendant of such an Indian. 

3 “(b) CijARIPICATION. — Nothing in this section may 

4 be construed as exjianding the eligibility of California Indi- 

5 ans for health sendees pimided bj" the Sendee beyond the 

6 scope of eligibility for such health sendees that applied on 

7 May 1, 1986. 

8 “SEC. 807. HEALTH SERVICES FOR INELIGIBLE PERSONS. 

9 “(a) Children. — ^Any indhddual who — 

10 “(1) has not attained 19 years of age; 

11 “(2) is the natural or adopted child, stepchild, 

12 foster child, legal ward, or orphan of an eligible In- 

13 dian; and 

14 “(3) is not othen\dse eligible for health sendees 

15 provided by the Sendee, 

16 shall be eligible for all health sendees provided by the 

17 Sendee on the same basis and subject to the same niles 

18 that apply to eligible Indians until such indhddual attains 

19 19 years of age. The existing and potential health needs 

20 of all such individuals shall be taken into consideration 

21 by the Sendee in determining the need for, or the alloca- 

22 tion of, the health resources of the Sendee. If such an indi- 

23 \ddual has been determined to be legally incompetent prior 

24 to attaining 19 years of age, such indhddual shall remain 
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1 eligible for sneli sendees until 1 year after the date of a 

2 determination of competency. 

3 “(b) Spouses. — ^A ny spouse of an eligible Indian who 

4 is not an Indian, or who is of Indian descent but is not 

5 othen\ise eligible for the health sendees provided by the 

6 Sendee, shall be eligible for such health sendees if all such 

7 spouses or spouses who are married to members of each 

8 Indian Tribe being seiwed are made eligible, as a class, 

9 by an appropriate resolution of the governing body of the 

10 Indian Tribe or Tribal Organization prowding such seiv- 

1 1 ices. The health needs of persons made eligible under this 

12 paragraph shall not be taken into consideration by the 

13 Sendee in determining the need for, or allocation of, its 

14 health resources. 

15 “(c) Pro\usion op SEimcES to Other iNomi)- 

16 UiVr.s. — 

17 “(1) In geneiuUj. — T he Secretary is authorized 

18 to pimide health seiTices under this subsection 

19 through health programs operated directly by the 

20 Sei'^iee to indhiduals who reside vithin the Sei'^iee 

21 Unit and who are not otherwise eligible for srrch 

22 health serwees if^ — 

23 “(A) the Irrdiarr Tribes served by srreh 

24 Serwce Urrit reqrrest srrch prxnisiorr of health 

25 ser-xices to srrch irrdividrrals; arrd 
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1 “(B) the Seeretaiy and the seized Indian 

2 Tribes have jointly determined that — 

3 “(i) the provision of sneh health seiT- 

4 ices vill not result in a denial or diniiim- 

5 tion of health sendees to eligible Indians; 

6 and 

7 “(ii) there is no reasonable alternative 

8 health facilities or sendees, within or wdth- 

9 ont the Sendee Unit, available to meet the 

10 health needs of such individnals. 

11 “(2) ISDEAA PROGKitMS. — In the case of 

12 health programs and facilities operated under a con- 

13 tract or compact entered into under the Indian Self- 

14 Determination and Education Assistance Act (25 

15 U.S.C. 450 et seq.), the governing body of the In- 

16 diaii Tribe or Tribal Organization providing health 

17 sendees under such contract or compact is anthor- 

18 ized to determine wdiether health sendees should be 

19 provided under such eontract or eompaet to individ- 

20 nals wdio are not othen\dse eligible for such sendees 

21 under any other subsection of this section or under 

22 any other pimdsion of law". In making sneh deter- 

23 mination, the governing body of the Indian Tribe or 

24 Tribal organization shall take into account the con- 
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1 sideratioiis described in clauses (i) and (ii) of para- 

2 graph (1)(B). 

3 “(3) Payment fok ser\yces. — 

4 “(A) In geneiIiVIj. — P ersons recehing 

5 health sendees provided by the Sendee under of 

6 this subsection shall be liable for pa\ment of 

7 such health sendees under a schedule of charges 

8 prescribed by the Secretary which, in the judg- 

9 nient of the Secretary, results in reinibursenient 

10 in an amount not less than the actual cost of 

11 pronding the health services. Notwithstarrdirrg 

12 sectiorr 404 of this Act or arry other pronsiorr 

13 of law, amorrrrts collected rrrrder this srrbsectiorr, 

14 irrchrdirrg medicare, medicaid, or SCHIP reirn- 

15 brrrsernerrts rrrrder titles XVIII, XIX, arrd XXI 

16 of the Social Seeirrdty Act, shall be credited to 

17 the aecorrrrt of the program pro\ddirrg the serv- 

18 ice arrd shall be rrsed for the prrrposes listed irr 

19 sectiorr 401(d)(2) arrd amorrrrts collected rrrrder 

20 this srrbsectiorr shall be available for experrdi- 

21 trrre withirr srrch program. 

22 “(B) Indigent people. — Health serHees 

23 may be pro\dded by the Secretary throrrgh the 

24 SerHee rrrrder this srrbsectiorr to arr irrdigerrt irr- 

25 dhddrral who worrld rrot be otherwise eligible for 


•S 1057 IS 



300 


297 

1 such health sendees but for the provisions of 

2 paragraph (1) only if an agreement has been 

3 entered into with a State or loeal government 

4 mider which the State or loeal government 

5 agrees to reimburse the Service for the ex|)enses 

6 inenrred by the Sei'\ice in pro\iding sneh health 

7 sei'^ices to sneh indigent individnal. 

8 “(4) Revocation op consent pok sekv- 

9 ICES. — 

10 “(A) SiNGIjE tribe SER\TCE iVREA. — In 

11 the case of a Sendee Area which serves orrly 1 

12 Irrdiarr Tribe, the anthority of the Secretary to 

13 pro\dde health ser^dees rrrrder paragraph (1) 

14 shall terrnirrate at the errd of the fiscal year sne- 

15 ceedirrg the fiscal year irr which the goverrrirrg 

16 body of the Irrdiarr Tribe revokes its eorrenr- 

17 rerree to the pro\dsiorr of sneh health services. 

18 “(B) Mui/riTKiBiUj SEimCE area. — Irr 

19 the case of a mrrltitrdbal Service Area, the arr- 

20 thority of the Secretary to pro\dde health serv- 

21 ices rrrrder paragraph (1) shall terrnirrate at the 

22 errd of the fiscal year srrcceedirrg the fiscal year 

23 irr which at least 51 percerrt of the rmrnber of 

24 Irrdiarr Tribes irr the Service Ai'ca revoke their 
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1 concurrence to the provisions of such health 

2 sendees. 

3 “(d) Other SEK\^CES. — The Sendee may provide 

4 health ser\dces under this subsection to indhdduals who 

5 are not eligible for health sendees provided by the Sendee 

6 under any other pro\dsion of law in order to — 

7 “(1) achieve stability in a medical emergency; 

8 “(2) prevent the spread of a communicable dis- 

9 ease or othenvise deal vdtli a public health hazard; 

10 “(3) pro\dde care to non-Indian women preg- 

11 nant with an eligible Indian’s child for the duration 

12 of the pregnancy through postpartum; or 

13 “(4) provide care to immediate family members 

14 of an eligible individual if such care is directly relat- 

15 ed to the treatment of the eligible indhddual. 

16 “(e) Hospital PumLEGBS for Pilvctittoxers. — 

17 Hospital prhdleges in health facilities operated and main- 

18 tained by the Sendee or operated under a contract or coni- 

19 pact pursuant to the Indian Self-Determination and Edu- 

20 cation Assistance Act (25 U.S.C. 450 et seq.) may be ex- 

21 tended to non-Sendee health care practitioners who pro- 

22 \dde sendees to individuals described in subsection (a), (b), 

23 (c), or (d). Such non-Sendee health care practitioners 

24 may, as part of prmlegdng process, be designated as eni- 

25 ployees of the Federal Government for purposes of section 
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1 1346(b) and chapter 171 of title 28, United States Code 

2 (relating to Federal tort claims) only 'with respect to acts 

3 or omissions which occnr in the course of prowding seiw- 

4 ices to eligible indhi duals as a part of the conditions under 

5 which such hospital prhileges are extended. 

6 “(f) EijgibIjE Indian. — For purposes of this sec- 

7 tion, the term ‘eligible Indian’ means any Indian who is 

8 eligible for health sendees provided by the Sendee Adthont 

9 regard to the provisions of this section. 

10 “SEC. 808. REALLOCATION OF BASE RESOURCES. 

11 “(a) Report Required. — Notvdthstanding any 

12 other pimdsion of law, any allocation of Sendee funds for 

13 a fiscal year that reduces by 5 percent or more from the 

14 previous fiscal year the funding for any recurring pro- 

15 gram, project, or acthdty of a Sendee Unit may be iniple- 

16 niented only after the Secretary has submitted to the 

17 President, for inclusion in the report required to be trans- 

18 mitted to Congress under section 801, a report on the pro- 

19 posed change in allocation of funding, inclnding the rea- 

20 sons for the change and its likely effects. 

21 “(b) Exception. — Subsection (a) shall not apply if 

22 the total amount appropriated to the Sendee for a fiscal 

23 year is at least 5 percent less than the amount appro- 

24 priated to the Sendee for the pre\dons fiscal year. 
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1 “SEC. 809. RESULTS OF DEMONSTRATION PROJECTS. 

2 “Tlie Secretary shall provide for the disseiiiiiiatioii to 

3 Indian Tribes, Tribal Organizations, and Urban Indian 

4 Organizations of the findings and results of demonstration 

5 projects eondneted nnder this Act. 

6 “SEC. 810. PROVISION OF SERVICES IN MONTANA. 

7 “(a) Consistent With Court Decision. — The 

8 Secretary, acting throngh the Seiiice, shall pimide seiv- 

9 ices and benefits for Indians in Montana in a manner con- 

10 sistent 11101 the decision of the United States Court of Ap- 

11 peals for the Ninth Cirenit in McNabb for McNabb v. 

12 Bowen, 829 F.2d 787 (9th Cir. 1987). 

13 “(b) CijilRiFiCATiON. — The proiisions of subsection 

14 (a) shall not be eonstiued to be an ex|)ression of the sense 

15 of Congress on the application of the decision described 

16 in subsection (a) with respect to the proiision of seiiices 

17 or benefits for Indians liiing in any State other than Mon- 

18 tana. 

19 “SEC. 811. MORATORIUM. 

20 “During the period of the moratorimn imposed on 

21 implementation of the final rule published in the Federal 

22 Register on September 16, 1987, by the Health Resources 

23 and Seiiiees Administration of the Public Health Sendee, 

24 relating to eligibility for the health care sendees of the 

25 Indian Health Sendee, the Indian Health Sendee shall 

26 proedde sendees pursuant to the criteria for eligibility for 
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1 such sendees that were in effect on September 15, 1987, 

2 subject to the provisions of sections 806 and 807 until 

3 such time as new criteria governing eligibility for senices 

4 are developed in aecordanee with section 802. 

5 “SEC. 812. TRIBAL EMPLOYMENT. 

6 “For purposes of section 2(2) of the Act of Jidy 5, 

7 1935 (49 Stat. 450, chapter 372), an Indian Tribe or 

8 Tribal Organization caiTAing out a contract or compaet 

9 pursuant to the Indian Self-Determination and Education 

10 Assistance Act (25 U.S.C. 450 et seq.) shall not be consid- 

11 ered an ‘employer’. 

12 “SEC. 813. SEVERABILITY PROVISIONS. 

13 “If any pimision of this Act, any amendment made 

14 by the Act, or the application of such pimision or amend- 

15 merit to any person or ciremnstances is held to be invalid, 

16 the remainder of this Act, the remaining amendments 

17 made by this Act, and the application of such pro\isioris 

18 to persons or cirerunstances other than those to which it 

19 is held invalid, shall not be affected thereby. 

20 “SEC. 814. ESTABLISHMENT OF NATIONAL BIPARTISAN 

21 COMMISSION ON INDIAN HEALTH CARE. 

22 “(a) EsTxVBLISHMENT. — There is established the Na- 

23 tiorial Bipartisan Indian Health Care Commission (the 

24 ‘Commission’). 
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1 “(b) Duties of Commission. — Tlie duties of the 

2 Commission are the following: 

3 “(1) To establish a study eommittee composed 

4 of those members of the Commission appointed by 

5 the Director and at least 4 members of Congress 

6 from among the members of the Commission, the 

7 duties of which shall be the follo'n'ing: 

8 “(A) To the extent necessary to carry orrt 

9 its duties, collect arrd compile data rrecessary to 

10 urrderstarrd the exterrt of Irrdiarr rreeds with re- 

1 1 gard to the prmisiorr of health services, regard- 

12 less of the loeatiorr of Irrdiarrs, irreludirrg holdirrg 

13 hearirrgs arrd solieitirrg the Dews of Irrdiarrs, Irr- 

14 diarr Tribes, Tribal Orgarrizatiorrs, arrd Urbarr 

15 Irrdiarr Orgarrizatiorrs, which may irrchrde arr- 

16 thorizirrg arrd makirrg frrrrds available for fea- 

17 sibility studies of variorrs models for proDdirrg 

18 arrd furrdirrg health services for all Irrdiarr berre- 

19 freiaries, irrehrdirrg those who live outside of a 

20 reservatiorr, temporarily or perniarrerrtly. 

21 “(B) To make legislative recommerrdatiorrs 

22 to the Commissiorr regardirrg the delivery of 

23 Federal health care serDces to Irrdiarrs. Srreh 

24 reeommerrdatiorrs shall irrchrde those related to 

25 issrres of eligibility, berrefrts, the rarrge of serv- 
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ice providers, the cost of such sendees, financ- 
ing sncli sendees, and the optimal manner in 
which to pronde such sendees. 

“(C) To determine the effect of the enact- 
ment of such recommendations on (i) the exist- 
ing system of delivery of health sei'^dces for In- 
dians, and (ii) the sovereign status of Indian 
Tribes. 

“(D) Not later than 12 months after the 
appointment of all members of the Commission, 
to submit a written report of its findings and 
recommendations to the full Commission. The 
report shall include a statement of the minority 
and majority position of the Committee and 
shall be disseminated, at a minimnm, to every 
Indian Tribe, Tribal Organization, and Urban 
Indian Organization for comment to the Com- 
mission. 

“(E) To report regularly to the full Com- 
mission regarding the findings and rec- 
ommendations developed by the study commit- 
tee in the course of carndng out its duties 
under this section. 

“(2) To review and analyze the recommenda- 
tions of the report of the study committee. 
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1 “(3) To make legislative reeommeiidatioiis to 

2 Congress regarding the delivery of Federal health 

3 care sei'^iees to Indians. Sncli recommendations 

4 shall inchide those related to issues of eligibility, 

5 benefits, the range of sei'\ice providers, the cost of 

6 sncli sei'\ices, financing such sei'^ices, and the opti- 

7 mal manner in which to pimide sncli services. 

8 “(4) Not later than 18 months following the 

9 date of appointment of all members of the Cornrnis- 

10 sion, submit a VTitten report to Congress regarding 

11 the delivery of Federal health care services to Indi- 

12 aris. Snell recornrnendatioris shall inchide those relat- 

13 ed to issues of eligibility, benefits, the range of serv- 

14 ice providers, the cost of such sei'\ices, financing 

15 such services, and the optimal rnarmer in which to 

16 provide such sendees. 

17 “(c) Members. — 

18 “(1) Air’OINTMEXT. — T he Commission shall be 

19 composed of 25 members, appointed as follows: 

20 “(A) Ten members of Congress, incliiding 

21 3 from the House of Representatives and 2 

22 from the Senate, appointed by their respective 

23 majority leaders, and 3 from the House of Rep- 

24 resentatives and 2 from the Senate, appointed 

25 by their respective minority leaders, and who 
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shall be members of the standing eommittees of 
Congress that eonsider legislation affecting 
health care to Indians. 

“(B) Twelve persons chosen by the con- 
gressional members of the Commission, 1 from 
each Service Area as enrrently designated by 
the Director to be chosen from among 3 nomi- 
nees from each Sei'\ice Area put forward by the 
Irrdiarr Tribes withirr the area, vith drre regard 
beirrg giverr to the exirerierrce arrd expertise of 
the rrorrrirrees irr the provisiorr of health care to 
Irrdiarrs arrd to a reasorrable represerrtatiorr orr 
the cornrnissiorr of members who are familiar 
vith variorrs health care delivery modes arrd 
who represerrt Irrdiarr Tribes of variorrs size 
poprrlatiorrs. 

“(C) Three persorrs appoirrted by the Di- 
rector who are krrowledgeable aborrt the pro\i- 
siorr of health care to Irrdiarrs, at least 1 of 
whom shall be appoirrted from arnorrg 3 rrorrri- 
rrees prrt forward by those programs whose 
firrrds are provided irr whole or irr part by the 
Serwee primarily or exehrsively for the berrefit 
of Urbarr Irrdiarrs. 
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1 “(D) All those persons chosen by the con- 

2 gressional members of the Commission and by 

3 the Director shall be members of federally ree- 

4 ognized Indian Tribes. 

5 “(2) Ct tat r; \tce cilvir. — The Chair and Vice 

6 Chair of the Commission shall be selected by the 

7 eongTessional members of the Commission. 

8 “(3) Terms. — T he terms of members of the 

9 Commission shall be for the life of the Commission. 

10 “(4) DEiUHJXE FOR iiin’OINTMENTS. Coil- 

11 gressional members of the Commission shall be ap- 

12 pointed not later than 180 days after the date of en- 

13 aetment of the Indian Health Care Improvement Act 

14 Amendments of 2005, and the remaining members 

15 of the Commission shall be appointed not later than 

16 60 days following the appointment of the congres- 

17 sional members. 

18 “(5) Vacancy. — A vacancy in the Commission 

19 shall be filled in the manner in which the original 

20 appointment was made. 

21 “(d) Compensation. — 

22 “(1) CongressioncvIj memp>ers. — E ach con- 

23 gTessional member of the Commission shall receive 

24 no additional pay, allowances, or benefits by reason 

25 of their sendee on the Commission and shall receive 
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1 travel exj^eiises and per diem in lien of subsistence 

2 in accordance with sections 5702 and 5703 of title 

3 5, United States Code. 

4 “(2) Other members. — Remaining members 

5 of the Commission, while seiving on the business of 

6 the Commission (inclnding travel time), shall be en- 

7 titled to receive compensation at the per diem eqniv- 

8 alent of the rate provided for level IV of the Execn- 

9 tive Schedule under section 5315 of title 5, United 

10 States Code, and while so sening away from home 

11 and the member’s regular place of business, a meni- 

12 ber may be allowed travel expenses, as authorized by 

13 the Chairman of the Commission. For purpose of 

14 pay (other than pay of members of the Commission) 

15 and emplojunent benefits, rights, and prhileges, all 

16 personnel of the Commission shall be treated as if 

17 they were employees of the United States Senate. 

18 “(e) Meetings. — The Commission shall meet at the 

19 call of the Chair. 

20 “(f) Quorum. — (inormn of the Commission shall 

21 consist of not less than 15 members, provided that no less 

22 than 6 of the members of Congress who are Commission 

23 members are present and no less than 9 of the members 

24 who are Indians are present. 

25 “(g) Executt™ Director; STiVPP; Facilities. — 
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1 “(1) AppoiNTiiENT; PAY. — Tlie Commission 

2 shall appoint an executive director of the Conimis- 

3 sion. The executive director shall be paid the rate of 

4 basic pay for level V of the Executive Schedule. 

5 “(2) SiYYPF iViU’OiNTMENT. — ^MTtli the approval 

6 of the Commission, the executive director may ap- 

7 point such personnel as the executive director deems 

8 appropriate. 

9 “(3) Staff i^ay. — The staff of the Commission 

10 shall be appointed without regard to the provisions 

11 of title 5, United States Code, governing appoint- 

12 ments in the competitive sendee, and shall be paid 

13 without regard to the provisions of chapter 51 and 

14 subchapter III of chapter 53 of such title (relating 

15 to classification and General Schedule pay rates). 

16 “(4) Temporary services. — ^\ATth the ap- 

17 proval of the Commission, the executive director may 

18 procure temporary and intermittent seiTices under 

19 section 31()9(b) of title 5, United States Code. 

20 “(5) Faciijties. — The Administrator of Gen- 

21 eral Services shall locate srritable office space for the 

22 operatiorr of the Commissiorr. The facilities shall 

23 serve as the headtprarters of the Commissiorr arrd 

24 shall irrchrde all rrecessary eqrriprnerrt arrd irrciderrtals 
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1 required for the proper functioning of the Commis- 

2 sion. 

3 “(h) HE^UiiNGS. — (1) For the purpose of earr\dng 

4 out its duties, the Commission may hold such hearings 

5 and undertake such other aethities as the Commission de- 

6 terniines to be necessary to carry out its duties, provided 

7 that at least 6 regional hearings are held in different areas 

8 of the United States in which large numbers of Indians 

9 are present. Such hearings are to be held to solicit the 

10 \iews of Indians regarding the deliveiy of health care seiw- 

11 ices to them. To constitute a hearing under this sub- 

12 section, at least 5 members of the Commission, including 

13 at least 1 member of Congress, must be present. Hearings 

14 held by the study eommittee established in this section 

15 may count toward the number of regional hearings re- 

16 quired by this subsection. 

17 “(2) Upon request of the Commission, the Coniptrol- 

18 ler General shall conduct such studies or investigations as 

19 the Commission determines to be necessary to carry orrt 

20 its drrties. 

21 “(3) (A) The Director of the Corrgressiorral Brrdget 

22 Office or the Chief Actuary of the Cerrters for Medicare 

23 & Medicaid SerHees, or both, shall proHde to the Cornrnis- 

24 siorr, rrporr the reqrrest of the Cornrnissiorr, srrch cost esti- 
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1 mates as the Commission determines to be necessary to 

2 carry orrt its drrties. 

3 “(B) The Comniissiorr shall reimbrrrse the Director 

4 of the Corrgressiorral Brrdget Office for experrses relatirrg 

5 to the emplo\’merrt irr the office of the Director of srrch 

6 additiorral staff as may be rreeessary for the Director to 

7 comply -nitlr reqrrests by the Commissiorr rrrrder srrbpara- 

8 graph (A). 

9 “(4) Uporr the reqrrest of the Comrrrissiorr, the head 

10 of arry Federal agerrcy is arrthorized to detail, 'withorrt re- 

11 imbrrrserrrerrt, arry of the persorrrrel of srrch agerrcy to the 

12 Corrrmissiorr to assist the Comrrrissiorr irr carr'^drrg orrt its 

13 drrties. Arry srrch detail shall rrot irrternrpt or other-Afise 

14 affect the chil ser-^ice statrrs or privileges of the Federal 

15 employee. 

16 “(5) Uporr the reqrrest of the Commissiorr, the head 

17 of a Federal agerrcy shall profide srrch teehrrical assistarree 

18 to the Comrrrissiorr as the Commissiorr deterrrrirres to be 

19 rreeessary to carry orrt its drrties. 

20 “(6) The Comniissiorr may rrse the Urrited States 

21 mails irr the same riiarrrrer arrd rrrrder the same corrditiorrs 

22 as Federal agerrcies arrd shall, for prrrposes of the frarrk, 

23 be corrsidered a commissiorr of Corrgress as described irr 

24 sectiorr 3215 of title 39, Urrited States Code. 
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1 “(7) Tlie Commission may secure directly from any 

2 Federal agencj^ information necessary to enable it to carry 

3 out its duties, if the information may be disclosed under 

4 section 552 of title 4, United States Code. Upon request 

5 of the Chairman of the Commission, the head of such 

6 agency shall furnish such information to the Commission. 

7 “(8) Upon the request of the Commission, the Ad- 

8 ministrator of General SeiTices shall provide to the Com- 

9 mission on a reimbursable basis such administrative sup- 

10 port services as the Commissiorr may reqrrest. 

11 “(9) For prrrposes of costs relatirrg to prirrtirrg arrd 

12 birrdirrg, irrchrdirrg the cost of persorrrrel detailed frorrr the 

13 Goverrrmerrt Prirrtirrg Office, the Commissiorr shall be 

14 deemed to be a committee of Corrgress. 

15 “(i) Authokization of Ai^pkopklzVtions. — T here is 

16 arrthorized to be appropriated $4, 000, 000 to carry orrt the 

17 proGsiorrs of this seetiorr, which sum shall rrot be dedrreted 

18 from or affect arry other appropriatiorr for health care for 

19 Irrdiarr persorrs. 

20 “(j) FACA. — The Federal AdUsory Committee Act 

21 (5 U.S.C. App.) shall rrot apply to the Commissiorr. 

22 “SEC. 815. APPROPRIATIONS; AVAILABILITY. 

23 “Airy new spending authority (described in subsection 

24 (c)(2)(A) or (B) of section 401 of the CongTessional Budg- 

25 et Act of 1974) which is prowded under this Act shall 
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1 be effective for any fiscal year only to sncli extent or in 

2 such amounts as are provided in appropriation Acts. 

3 “SEC. 816. AUTHORIZATION OF APPROPRIATIONS. 

4 “(a) In GeneRiVIj. — There are authorized to be ap- 

5 propriated such sums as may be necessary for each fiscal 

6 year through fiscal year 2015 to carry out this title.”. 

7 (b) Rate op Pay. — 

8 (1) Positions at le\T5L iv. — Section 5315 of 

9 title 5, United States Code, is amended by striking 

10 “Assistant Secretaries of Health and Human Seiv- 

11 ices (6).” and inserting “Assistant Secretaries of 

12 Health and Human Sendees (7)”. 

13 (2) Positions at le\T5L v. — Section 5316 of 

14 title 5, United States Code, is amended by striking 

15 “Director, Indian Health Sendee, Department of 

16 Health and Human Sendees”. 

17 (c) Amendments to Ottiek Proitsions op Law. — 

18 (1) Section 33()7(b)(l)(C) of the Children’s 

19 Health Act of 2000 (25 U.S.C. 1671 note; Public 

20 Law 106-310) is amended by striking “Director of 

21 the Indian Health Sendee” and inserting “Assistant 

22 Secretary for Indian Health”. 

23 (2) The Indian Lands Open Dump Cleanup Act 

24 of 1994 is amended — 

25 (A) in section 3 (25 U.S.C. 3902)— 
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1 (i) by striking paragraph (2); 

2 (ii) by redesignating paragraphs (1), 

3 (3), (4), (5), and (6) as paragraphs (4), 

4 (5), (2), (6), and (1), respectively, and 

5 moving those paragraphs so as to appear 

6 in nnmerical order; and 

7 (iii) by inserting before paragraph (4) 


8 (as redesignated by snbclause (II)) the fol- 

9 lowing: 

10 “(3) Assistant SECKETiVRY. — The term ‘As- 

1 1 sistant Secretary’ means the Assistant Secretary for 

12 Indian Health.”; 

13 (B) in section 5 (25 U.S.C. 3904), by 

14 striking the section heading and inserting the 

15 following: 

16 “SEC. 5. AUTHORITY OF ASSISTANT SECRETARY FOR IN- 

17 DIAN HEALTH.”; 

18 (C) in section 6(a) (25 U.S.C. 3905(a)), in 

19 the subsection heading, by striking “Dikec- 

20 tok” and inserting “Assistant SECKETiUiY”; 

21 (D) in section 9(a) (25 U.S.C. 3908(a)), in 

22 the subsection heading, by striking “Dikec- 

23 tok” and inserting “Assistant Secketary”; 

24 and 
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1 (E) by striking “Director” each place it 

2 appears and inserting “Assistant Seeretaiy”. 

3 (3) Section 55()4(d)(2) of the Augustus F. 

4 Hawkins-Robert T. Stafford Elementary and See- 

5 ondary School Improvement Amendments of 1988 

6 (25 U.S.C. 2001 note; Public Law 100-297) is 

7 amended by striking “Director of the Indian Health 

8 SerHce” and inserting “Assistant Secretary for In- 

9 dian Health”. 

10 (4) Section 203(a)(1) of the Rehabilitation Act 

11 of 1973 (29 U.S.C. 763(a)(1)) is amended by strik- 

12 ing “Director of the Indian Health Service” and in- 

13 serting “Assistant Seeretaiy for Indian Health”. 

14 (5) Subsections (b) and (e) of section 518 of 

15 the Federal Water Pollntion Control Act (33 U.S.C. 

16 1377) are amended by striking “Director of the In- 

17 dian Health SeiHee” each place it appears and in- 

18 serting “Assistant Seeretaiy for Indian Health”. 

19 (6) Section 317M(b) of the Public Health Seiv- 

20 ice Act (42 U.S.C. 247b-14(b)) is amended — 

21 (A) by striking “Director of the Indian 

22 Health Sendee” each place it appears and in- 

23 serting “Assistant Seeretaiy for Indian 

24 Health”; and 
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1 (B) in paragTapli (2)(A), by striking “the 

2 Directors referred to in sncli paragraph” and 

3 inserting “the Director of the Centers for Dis- 

4 ease Control and Prevention and the Assistant 

5 Secretary for Indian Health”. 

6 (7) Section 417C(b) of the Public Health SeiT- 

7 ice Act (42 U.S.C. 285-9(b)) is amended by striking 

8 “Director of the Indian Health Service” and insert- 

9 ing “Assistant Secretary for Irrdiarr Health”. 

10 (8) Seetiorr 1452(i) of the Safe Drirrkirrg Water 

11 Act (42 U.S.C. 3()0j-12(i)) is arnerrded by strikirrg 

12 “Director of the Irrdiarr Health SerHce” each place 

13 it appears arrd irrsertirrg “Assistarrt Secretary for Irr- 

14 diarr Health”. 

15 (9) Seetiorr 8()3B(d)(l) of the Native Arnericarr 

16 Programs Act of 1974 (42 U.S.C. 2991b-2(d)(l)) is 

17 arnerrded irr the last serrterrce by strikirrg “Director 

18 of the Irrdiarr Health SerHce” arrd irrsertirrg “Assist- 

19 arrt Secretary for Irrdiarr Health”. 

20 (10) Seetiorr 203(b) of the Michigarr Irrdiarr 

21 Larrd Claims Settlernerrt Act (Prrblic Law 105-143; 

22 111 Stat. 2666) is arnerrded by strikirrg “Director of 

23 the Irrdiarr Health SerHee” arrd irrsertirrg “Assistarrt 

24 Secretary for Irrdiarr Health”. 
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1 SEC. 3. SOBOBA SANITATION FACILITIES. 

2 The Act of December 17, 1970 (84 Stat. 1465), is 

3 amended by adding at the end tlie following new section: 

4 “Sec. 9. Nothing in this Act shall preclude the 

5 Soboba Band of Mission Indians and the Soboba Indian 

6 Reseiwation from being pimided with sanitation facilities 

7 and sendees under the authority of section 7 of the Act 

8 of August 5, 1954 (68 Stat. 674), as amended by the Act 

9 of July 31, 1959 (73 Stat. 267).”. 

10 SEC. 4. AMENDMENTS TO THE MEDICAID AND STATE CHIL- 

1 1 DREN’S HEALTH INSURANCE PROGRAMS. 

12 (a) Exic\nsion op MEDittUD Payment pok Ajaj 

13 CO\T5KED SEimCES FURNISHED BY INDIAN HEiU/ITI 

14 PROORiUIS. 

15 (1) ExI^ANSION to iVIJj cotoked ser\tces. — 

16 Section 1911 of the Social Security Act (42 U.S.C. 

17 1396j) is amended — 

18 (A) by amending the heading to read as 

19 follows: 

20 “INDLVN IIEj.\I/TII prooilyms”; and 

21 (B) by amending subsection (a) to read as 

22 follows: 

23 “(a) Eligibility por Reimbursement por Medi- 

24 ttUj Assistance. — T he Indian Health Sendee and an In- 

25 dian Tribe, Tribal Organization, or an urban Indian Orga- 

26 nization (as such terms are defined in section 4 of the 
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1 Indian Health Care Improvement Act) shall be eligible for 

2 reimbursement for medical assistance pixmded under a 

3 State plan or under waiver authority with respect to items 

4 and serxices furnished by the Indian Health Sendee, In- 

5 dian Tribe, Tribal Organization, or Urban Indian Organi- 

6 zation if the furnishing of such sendees meets all the eon- 

7 ditions and requirements which are applicable generally to 

8 the furnishing of items and sendees under this title and 

9 under such plan or waiver authority.”. 

10 (2) Elimination of TBiiPORAKY deeming 

1 1 PKOXTSION. — Snell section is amended by striking 

12 subsection (b). 

13 (3) Revision of authority to enter into 

14 agreements. — Subsection (c) of such section is re- 

15 designated as subsection (b) and is amended to read 

16 as follows: 

17 “(b) Authority To Enter Into Agreements. — 

18 The Secretary may enter into an agreement vdtli a State 

19 for the purpose of reimbursing the State for medical as- 

20 sistance proidded by the Indian Health Sendee, an Indian 

21 Tribe, Tribal Organizations, or an Urban Indian Organi- 

22 zation (as so defined), directly, through referral, or under 

23 contracts or other arrangements between the Indian 

24 Health Sendee, an Indian Tribe, Tribal Organization, or 

25 an Urban Indian Organization and another health care 
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1 provider to Indians who are eligible for medical assistance 

2 under the State plan or under waiver authority.”. 

3 (4) Reference correction. — S ubsection (d) 

4 of such section is redesignated as subsection (c) and 

5 is amended — 

6 (A) by striking “For” and inserting “Di- 

7 RECT BiIjLING. — F or”; and 

8 (B) by striking “section 405” and insert- 

9 ing “section 4()l(d)”. 

10 (b) SpeceUj Rules for Indians, Indlvn Heai/tii 

11 Cj.\RE PRO\aDERS, AND InDLVN MA NAGED Cj.\RE EnTI- 

12 TIES. 

13 (1) In genbilvIj. — S ection 1932 of the Social 

14 Security Act (42 U.S.C. 1396n-2) is amended by 

15 adding at the end the following new subsection: 

16 “(h) Speclvij Rules for Indians, Ind ia n HEiVi/ni 

17 Cj.\re Proagders, and Indlan Ma naged Cj.\re Enti- 

18 TIES. — ^A State shall comply ivitli the pimisions of section 

19 413 of the Indian Health Care ImproATinent Act (relating 

20 to the treatment of Indians, Indian health care proHders, 

21 and Indian managed care entities under a medicaid nian- 

22 aged care program) . ” . 

23 (2) Application to sciiip. — S ection 

24 2107(e)(1) of the Social Security Act (42 U.S.C. 


•S 1057 IS 



322 


319 

1 1397gg(l)) is amended by adding at the end the fol- 

2 lowing: 

3 “(E) Subsections (a)(2)(C) and (h) of see- 

4 tion 1932.”. 

5 (c) SCHIP Treatment of Indlvn Tribes, TRiBiU^ 

6 Organizations, and Urban Ini)l\n Organizations. — 

7 Section 21()5(c) of the Social Security Act (42 U.S.C. 

8 1397ee(c)) is amended — 

9 (1) in paragraph (2), by adding at the end the 

10 following: 

11 “(C) iNDRtN IIEiil/ni PROGR/VM PAY- 

12 ments. — For pimisions relating to authorizing 

13 use of allotments under this title for pawnents 

14 to Indian Health Programs and Urban Indian 

15 Organizations, see section 410 of the Indian 

16 Health Care Improvement Act.”; and 

17 (2) in paragraph (6)(B), by inserting “or by an 

18 Indian Tribe, Tribal Organization, or Urban Indian 

19 Organization (as such terms are defined in section 

20 4 of the Indian Health Care Improvement Act)” 

21 after “Sendee”. 
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1 SEC. 5. NATIVE AMERICAN HEALTH AND WELLNESS FOUN- 

2 DATION. 

3 (a) In GeneilvIj. — The Indian Self-Determination 

4 and Edneation Assistance Act (25 U.S.C. 450 et seq.) is 

5 amended by adding at the end the follomiig: 

6 “TITLE VIII— NATIVE AMERICAN 

7 HEALTH AND WELLNESS 

8 FOUNDATION 

9 “SEC. 801. DEFINITIONS. 

10 “In this title: 

11 “(1) BOiVKD. — The term ‘Board’ means the 

12 Board of Directors of the Fonndation. 

13 “(2) Committee. — The term ‘Committee’ 

14 means the Committee for the Establishment of Na- 

15 five American Health and Wellness Fonndation es- 

16 tablished under section 802(f). 

17 “(3) Foundation. — The term ‘Fonndation’ 

18 means the Native American Health and Wellness 

19 Fonndation established under section 802. 

20 “(4) Secket^vky. — The term ‘Secretary’ means 

21 the Secretary of Health and Hmnan SeiHees. 

22 “(5) Ser\tce. — The term ‘SeiHee’ means the 

23 Indian Health SeiHee of the Department of Health 

24 and Hmnan SeiHces. 
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1 “SEC. 802. NATIVE AMERICAN HEALTH AND WELLNESS 

2 FOUNDATION. 

3 “(a) In GeneilUj. — ^A s soon as practicable after the 

4 date of enactment of this title, the Secretary shall estab- 

5 lish, under the laws of the District of Colnmbia and in 

6 accordance 'ndth this title, the Native American Health 

7 and Wellness Foundation. 

8 “(b) PEKPETUiVij Existence. — The Foundation 

9 shall have perpetual existence. 

10 “(c) Nature op CoKPOKiVTiON. — The Foundation — 

11 “(1) shall be a charitable and nonprofit feder- 

12 ally chartered corporation; and 

13 “(2) shall not be an agency or instnunentality 

14 of the United States. 

15 “(d) PivVCE OP iNCORPORiVTTON AND DOMICILE. — 

16 The Foundation shall be incorporated and domiciled in the 

17 District of Columbia. 

18 “(e) Duties. — The Foundation shall — 

19 “(1) encourage, accept, and administer private 

20 gifts of real and personal property, and any income 

21 from or interest in such gifts, for the benefit of, or 

22 in support of, the mission of the Sendee; 

23 “(2) undertake and conduct such other acthd- 

24 ties as will further the health and wellness activities 

25 and opportunities of Native Americans; and 
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1 “(3) participate with and assist Federal, State, 

2 and tribal governments, agencies, entities, and indi- 

3 \idnals in nndertaking and condncting acthities that 

4 vill further the health and wellness acthities and op- 

5 portunities of Native Americans. 

6 “(f) Committee for the EsTiVBijisiiMENT of Na- 

7 trt; American HExti/ni and Weirdness Founda- 

8 tion. — 

9 “(1) In generaIj. — The Secretary shall estab- 

10 lish the Committee for the Establishment of Native 

11 American Health and Wellness Fonndation to assist 

12 the Secretary in establishing the Fonndation. 

13 “(2) Duties. — N ot later than 180 days after 

14 the date of enactment of this section, the Committee 

15 shall — 

16 “(A) carry out such acthities as are nec- 

17 essary to incorporate the Forrrrdatiorr nrrder the 

18 laws of the District of Cohrrnbia, irrchrdirrg act- 

19 irrg as irrcorporators of the Forrrrdatiorr; 

20 “(B) errsnre that the Forrrrdatiorr qrralifies 

21 for arrd rnairrtairrs the status required to carry 

22 out this sectiorr, rrrrtil the Board is established; 

23 “(C) establish the corrstitrrtiorr arrd irritial 

24 bylaws of the Forrrrdatiorr; 
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“(D) provide for the initial operation of 
the Fonndation, inclnding providing for tem- 
porary or interim quarters, equipment, and 
staff; and 

“(E) appoint the initial members of the 
Board in aeeordanee with the eonstitntion and 
initial bylaws of the Fonndation. 

“(g) BOitKD OF DiKECTOKS. — 

“(1) In genbiIiVIj. — The Board of Direetors 
shall be the governing body of the Fonndation. 

“(2) POAVEKS. — The Board may exereise, or 
provide for the exercise of, the powers of the Fonn- 
dation. 

“(3) Selection. — 

“(A) In GENEKiVij. — Subject to snbpara- 
gTaph (B), the nnmber of members of the 
Board, the manner of selection of the members 
(inclnding the filling of vacancies), and the 
terms of office of the members shall be as pro- 
\ided in the constitution and bylaws of the 
Fonndation. 

“(B) Requikements. — 

“(i) Number op members. — The 

Board shall have at least 11 members, who 

shall have staggered terms. 
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“(ii) iNITIiilj VOTING MEMBERS. Tlie 

initial voting members of the Board — 

“(I) shall be appointed by the 
Committee not later than 180 days 
after the date on which the Founda- 
tion is established; and 

“(II) shall have staggered terms, 
“(iii) QUiVijiPiCATiON. — The members 
of the Board shall be United States citi- 
zens who are knowledgeable or experienced 
in Native American health care and related 
matters. 

“(C) Compensation. — member of the 
Board shall not receive compensation for sendee 
as a member, but shall be reimbursed for actual 
and necessary travel and subsistence expenses 
inenrred in the performance of the duties of the 
Foundation. 

“(h) Officers. — 

“(1) In gener^vIj. — The officers of the Founda- 
tion shall be — 

“(A) a secretary, elected from among the 
members of the Board; and 

“(B) any other officers pimdded for in the 
constitution and bylaws of the Foundation. 
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1 “(2) Sbcketary. — The secretary of the Fonii- 

2 datioii shall seiTe, at the direetioii of the Board, as 

3 the chief operating officer of the Foundation. 

4 “(3) EIjECTIOX. — The manner of election, term 

5 of office, and duties of the officers of the Fonnda- 

6 tion shall be as provided in the constitution and by- 

7 laws of the Fomidation. 

8 “(i) Powers. — The Foundation — 

9 “(1) shall adopt a constitution and bylaws for 

10 the management of the property of the Foundation 

11 and the regulation of the affairs of the Foundation; 

12 “(2) may adopt and alter a corporate seal; 

13 “(3) may enter into contracts; 

14 “(4) may acquire (through a gift or otherwise), 

15 OYir, lease, errerrmber, arrd trarrsfer real or persorral 

16 property as rreeessary or eorrverrierrt to carry orrt the 

17 prrrposes of the Forrrrdatiorr; 

18 “(5) may srre arrd be srred; arrd 

19 “(6) may perform arry other act rreeessary arrd 

20 proper to carry orrt the prrrposes of the Forrrrdatiorr. 

21 “(j) PRixciPiVij Office. — 

22 “(1) Ix GexeicvIj. — The prirreipal office of the 

23 Forrrrdatiorr shall be irr the District of Cohrmbia. 

24 “(2) AcTRTriES; offices. — The acthities of 

25 the Foundation may be conducted, and offices may 
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1 be maintained, tlironghont the United States in ae- 

2 eordance 'with the eonstitntion and bylaws of the 

3 Foundation. 

4 “(k) SEmuCE OP Pkocess. — The Foundation shall 

5 comply uith the law on senice of process of each State 

6 in which the Foundation is incorporated and of each State 

7 in which the Foundation carries on aethities. 

8 “(1) LlitBIEITY OP OpEICEKS, EMPLOYEES, AND 

9 Agents. — 

10 “(1) In GBNEiiAij. — The Foundation shall be 

11 liable for the acts of the officers, employees, and 

12 agents of the Foundation acting within the scope of 

1 3 their authority. 

14 “(2) PERSONiVij LLVBILITY. — member of the 

15 Board shall be personally liable only for gross neg- 

16 ligence in the performance of the duties of the meni- 

17 ber. 

18 “(ill) Restrictions. — 

19 “(1) Limitation on spending. — Beginning 

20 uitli the fiscal year following the first full fiscal year 

21 during which the Foundation is in operation, the ad- 

22 ministrative costs of the Foundation shall not exceed 

23 10 percent of the sum of — 
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1 “(A) the amounts transferred to the Foun- 

2 dation under subseetion (o) during the preced- 

3 ing fiscal year; and 

4 “(B) donations received from private 

5 sources during the preceding fiscal year. 

6 “(2) Appoixtment and hiking. — The ap- 

7 pointment of officers and employees of the Founda- 

8 tion shall be subject to the availability of funds. 

9 “(3) Status. — ^A member of the Board or offi- 

10 eer, employee, or agent of the Foundation shall not 

1 1 by reason of association with the Foundation be eon- 

12 sidered to be an officer, employee, or agent of the 

13 United States. 

14 “(n) Audits. — The Foundation shall comply with 

15 section 10101 of title 36, United States Code, as if the 

16 Foundation were a corporation under part B of subtitle 

17 II of that title. 

18 “(o) Funding. — 

19 “(1) Authorization op iUH’KOi^KuvnoNS. — 

20 There is authorized to be appropriated to carry orrt 

21 srrbsectiorr (e)(1) $500,000 for each fiscal year, as 

22 adjrrsted to reflect charrges irr the Corrsrrnier Price 

23 Irrdex for all-rrrbarr eorrsrrmers prrblished by the De- 

24 partmerrt of Labor. 
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1 “(2) Transfer of donated funds. — Tlie 

2 Secretary shall transfer to the Foundation funds 

3 held by the Department of Health and Human SeiT- 

4 ices under the Act of August 5, 1954 (42 U.S.C. 

5 2001 et seq.), if the transfer or use of the funds is 

6 not prohibited by any term under which the funds 

7 were donated. 

8 “SEC. 803. ADMINISTRATIVE SERVICES AND SUPPORT. 

9 “(a) PRO^asION OF Support by SECRETiVRY. — Sub- 

10 ject to subsection (b), during the 5-year period beginning 

11 on the date on which the Foundation is established, the 

12 Secretary — 

13 “(1) may proHde personnel, facilities, and other 

14 administrative support sendees to the Foundation; 

15 “(2) may proHde funds for initial operating 

16 costs and to reimburse the travel exi^enses of the 

17 members of the Board; and 

18 “(3) shall require and accept reimbursements 

19 from the Foundation for — 

20 “(A) sendees proHded under paragraph 

21 (1); and 

22 “(B) funds proHded under paragraph (2). 

23 “(b) Keimbursement. — Reimbursements accepted 

24 under subsection (a)(3) — 


•S 1057 IS 



332 


329 

1 “(1) shall be deposited in the Treasury of the 

2 United States to the credit of the applicable appro- 

3 priations aeeonnt; and 

4 “(2) shall be chargeable for the cost of pixnid- 

5 ing sendees described in subsection (a)(1) and travel 

6 expenses described in subsection (a)(2). 

7 “(c) Continuation of CEKTiViN Sekvices. — The 

8 Secretary may continue to provide facilities and necessary 

9 support sendees to the Foundation after the termination 

10 of the 5-year period specified in subsection (a) if the facili- 

1 1 ties and sendees — 

12 “(1) are available; and 

13 “(2) are proxdded on reimbursable cost basis.”. 

14 (b) TECiiNiCiVij Amendments. — The Indian Self-De- 

15 termination and Education Assistance Act is amended — 

16 (1) by redesignating title V (as added by sec- 

17 tion 1302 of the American Indian Education Fonn- 

18 dation Act of 2000) (25 U.S.C. 458bbb et seq.)) as 

19 title VII; 

20 (2) by redesignating sections 501, 502, and 503 

21 (as added by section 1302 of the American Indian 

22 Education Foundation Act of 2000) as sections 701, 

23 702, and 703, respectively; and 

24 (3) in subsection (a)(2) of section 702 and 

25 paragraph (2) of section 703 (as redesignated by 
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1 paragraph (2)), by striking “section 501” and in- 

2 serting “section 701”. 

O 


•S 1057 IS 



334 


Senator Enzi. Chairman McCain, welcome to our home. 

STATEMENT OF HON. JOHN McCAIN, U.S. SENATOR FROM 
ARIZONA, CHAIRMAN, COMMITTEE ON INDIAN AFFAIRS 

Senator McCain. Thank you very much, Mr. Chairman. I will 
make my statement part of the record and ask unanimous consent 
to do so. 

I would just like to comment that this act is long overdue. It is 
important. I think you, in your opening statement, articulated the 
importance of this legislation very well. I am very pleased for Sen- 
ator Dorgan and I to have the opportunity to work with you and 
Senator Kennedy and get this bill done. It is long overdue. 

Thank you, Mr. Chairman. 

Senator Enzi. Thank you. 

[Prepared statement of Senator McCain appears in appendix.] 

Senator Dorgan. 

STATEMENT OF HON. BYRON L. DORGAN, U.S. SENATOR FROM 

NORTH DAKOTA, VICE CHAIRMAN, COMMITTEE ON INDIAN 

AFFAIRS 

Senator Dorgan. Mr. Chairman, let me just add my thank you, 
and ask that my statement be made a part of the record. I have 
said often I think we have a bona fide emergency in health care 
on Indian reservations, the first Americans. I hope very much that 
this hearing is one more stimulus towards finally passing this leg- 
islation. We should have done it in the last session of Congress, but 
we were unable to get there. 

So my hope is, and I believe Senator McCain and I have worked 
very hard and appreciate your cooperation to do this. My hope is 
that we will get a bill to the President for signature that advances 
health care on Indian reservations and with Native Americans. 

Thank you very much. 

Senator Enzi. Thank you. 

Senator Kennedy. 

STATEMENT OF HON. EDWARD M. KENNEDY, U.S. SENATOR 
FROM MASSACHUSETTS 

Senator Kennedy. Mr. Chairman, I want to first of all join you 
in thanking Senator McCain and Senator Dorgan for inviting us to 
participate in this program. As we know, they have the primary ju- 
risdiction in terms of where Native Americans are living, and the 
enormous health disparities that exist for Native Americans in In- 
dian country. 

We know that also there are a number of Native Americans who 
are in urban areas. We want to try and make sure, to the extent 
that we can, is harmonize whatever we are doing here and in your 
committee so it ties on into the excellent legislation which they 
have introduced. 

I just want to commend them. It has been far too long since the 
Senate addressed this issue. We have many health challenges in 
this Nation, but the disparity issue is such a compelling one. We 
will hear time after time of what is happening out there in Indian 
country this afternoon. And that is absolutely intolerable in our 
country and in our society. 
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Once in a while we get disparities in urban areas among dif- 
ferent kinds of groups, but if we look at the total range of health 
disparities, it does not exist in any place in our Nation as it exists 
with Native Americans. This cries out for action. It cries out for re- 
sponse. 

I just want to thank Senator McCain and Senator Dorgan for 
their leadership. This legislation is way, way overdue. I thank you 
for having the hearing and giving the spotlight on this. I pledge to 
work with you and our colleagues to do what we can so we have 
a seamless web in trying to make sure that those whose tradition 
comes from Indian land are going to have the kind of health care 
needs that they are entitled to in our Nation. 

I thank you, and I would like to ask that my full statement be 
put in the record. 

[Prepared statement of Senator Kennedy appears in appendix.] 

Senator Enzi. Without objection, all statements will be in the 
record. 

I think you can tell from the opening statements that there is a 
lot of passion behind this, so let’s get on to the witnesses. Our first 
witness is Dr. Charles Grim. Dr. Grim is the director of Indian 
Health Service. He is the Assistant Surgeon General and holds the 
rank of Rear Admiral in the Commissioned Corps of the Public 
Health Service. We thank you for being here. Dr. Grim. 

STATEMENT OF Dr. CHARLES GRIM, DIRECTOR, INDIAN 

HEALTH SERVICE, DEPARTMENT OF HEALTH AND HUMAN 

SERVICES, ACCOMPANIED BY ROBERT G. McSWAIN, DEPUTY 

DIRECTOR; GARY HARTZ, DIRECTOR, OFFICE OF ENVIRON- 
MENT HEALTH AND ENGINEERING; AND CRAIG 

VANDERWAGEN, M.D., ACTING CHIEF MEDICAL OFFICER 

Mr. Grim. Thank you. Chairman Enzi. 

Mr. Chairman and members of the committee, we are very ap- 
preciative of this joint hearing that you agreed to hold and we are 
very honored to be able to testify before you here today on the im- 
portant issue of the reauthorization of the Indian Health Care Im- 
provement Act. 

My name is Dr. Charles Grim. I am accompanied today by Rob- 
ert McSwain, my deputy director; Craig Vanderwagen, our acting 
chief medical officer; and Gary Hartz, our director for the Office of 
Environmental Health and Engineering. I will be giving the open- 
ing comments for the Department, but my colleagues are with me 
today so that we can respond to your questions. 

This month, July 2005, marks the 50th anniversary of the Trans- 
fer Act, Public Law 83-568, which officially transferred the Indian 
health programs from the Bureau of Indian Affairs [BIA] to the 
U.S. Public Health Service, effectively establishing the Indian 
Health Service. The Transfer Act provided that all functions, re- 
sponsibilities, authorities and duties relating to the maintenance 
and operation of hospitals and health facilities for Indians and the 
conservation of Indian health shall be administered by the Surgeon 
General of the United States Public Health Service. 

This transfer was significant in that our program was moved to 
an executive branch department, then the Department of Health, 
Education and Welfare, and now the Department of Health and 
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Human Service. This transfer was more appropriate to the role of 
the Federal Government in addressing the health care needs of 
American Indians and Alaska Natives. Since the Transfer Act, the 
health status of Indians have improved significantly. 

Today, we are here to discuss another significant milestone in 
the evolution of our Federal Government’s responsihility for the 
provision of health services to American Indians and Alaska Na- 
tives, the Indian Health Care Improvement Act which was first au- 
thorized in 1976. It forms the backbone of the system through 
which the Federal health programs serve American Indians and 
Alaska Natives and encourage their participation in these and 
other programs. 

IHS has the responsibility for the delivery of health services to 
more than 1.8 million federally recognized American Indians and 
Alaska Natives through a system of IHS, tribal and urban Indian- 
operated facilities in programs based on treaties and judicial deci- 
sions and statutes. The mission of the agency is to raise the phys- 
ical, mental, social, and spiritual health of the American Indian 
and Alaska Natives to the highest level in partnership with the 
population we serve. Our goal is to assure that comprehensive, cul- 
turally appropriate, acceptable personal and public health services 
are available and accessible. 

Our foundation is to uphold the Federal Government’s respon- 
sibility to promote healthy American Indian and Alaska Native 
people, communities and cultures, and to honor and protect the in- 
herent sovereign rights of tribes. 

The Indian Health Care Improvement Act builds upon the Sny- 
der Act of 1921, which authorized regular appropriations for the re- 
lief and distress and conservation of health of American Indians 
and Alaska Natives. Like the Snyder Act, the Indian Health Care 
Improvement Act authorizes programs that deliver health services 
to Indian people, as well as providing additional directives and 
guidance. 

For example, the Indian Health Care Improvement Act contains 
specific authorities addressing recruitment and retention of health 
professionals serving Indian communities, the provision of health 
services, the construction, replacement and repair of health care fa- 
cilities, access to health services, and the provision of health serv- 
ices to urban Indian people. 

We are here today to discuss the reauthorization of the Indian 
Health Care Improvement Act and its impact on programs and 
services provided for in current law. S. 1057 proposes to amend 
current program authority to assure the highest possible health 
status for Indians. Improving access for health care for all eligible 
American Indians and Alaska Natives is critical to achieving this 
goal and a priority for all those involved in the administration of 
this important program. 

S. 1057, however, also provides expansions which may negatively 
impact access by requiring the secretary to consult, negotiate, de- 
velop reports and establish programs and activities beyond the rea- 
sonable scope necessary to effectively implement the Indian Health 
Care Improvement Act. In S. 1057, between desire to improve ac- 
cess and provisions that potentially compromise access, we hope to 
find a means for achieving our common goal. 
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Since enactment of the Indian Health Care Act in 1976, statutory 
authority has substantially expanded programs and activities to 
keep pace with advances in health care delivery and administra- 
tion. Federal funding for the Indian Health Care Improvement Act 
has contributed billions of dollars to improve the health status of 
American Indians and Alaska Natives. Much progress has been 
made, particularly in the areas of infant and maternal mortality. 

The Department has also reactivated the Intra-departmental 
Council on Native American Affairs to provide a consistent HHS 
policy when working with more than 560 federally recognized 
tribes. This council, which was authorized in the Native American 
Programs Act of 1974, gives the IHS Director a highly visible role 
within the Department on Indian policy. I serve as the vice chair 
of that council. 

The Department has also revised our consultation policy recently 
through a process which involved tribal leaders. The policy empha- 
sizes the unique government-to-government relationship between 
Indian tribes and the Federal Government and assists in improving 
services through better communications. Consultation is conducted 
at different levels and includes annual budget consultations with 
tribes to ensure their participation in this important process. The 
annual budget meetings provide tribes with an opportunity to meet 
directly with all department agencies and identify their priorities 
for upcoming years. 

In addition, the Centers for Medicare and Medicaid Services has 
established a technical tribal advisory group which was established 
to provide tribes a vehicle to communicate concerns and comments 
to CMS on Medicare, Medicaid and SCHIP policies impacting their 
members. IHS has been vigilant about improving outcomes for In- 
dian children and families with diabetes by increasing education 
and physical activity programs aimed at preventing and addressing 
the needs of those susceptible or struggling with this potentially 
disabling disease. 

The Department has not been a passive observer of the health 
needs of eligible American Indians and Alaska Natives, yet we rec- 
ognize the health disparities among this population do exist and 
are among some of the highest in the Nation for certain diseases, 
as you pointed out. We know that improvements in access to IHS 
and other Federal programs and private sector programs will result 
in improved health status for Indian people. 

We support the provisions that increase the flexibility of the De- 
partment to work with tribes and urban Indian programs to in- 
crease the availability of health care, including new approaches to 
delivering care and to expand the scope of health services available 
to American Indians and Alaska Natives. I commend Congress for 
including in S. 1057 various changes that respond to the concerns 
raised in previous proposals. Some of the changes improve the abil- 
ity of the Secretary to effectively manage the program. 

In the area of behavioral health, title VII of S. 1057, it provides 
for the needs of Indian women and youth and expands behavioral 
health service to include a much-needed child sexual abuse and 
prevention treatment program. The Department supports this ef- 
fort, but opposes specific requirements in certain sections of this 
title, specifically 704, 706 and 711. Essentially, it is a “shall” ver- 
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sus “may” issue that diminishes the flexibility of the secretary in 
providing for these important programs in a manner that supports 
the local control and priorities of tribes and be able to address their 
specific needs. 

The Department also opposes a new section 104(a)(2) which pro- 
poses to allocate the Indian Health Profession Scholarship Program 
funding by formula to the 12 IHS areas. If allocation by formula 
is authorized, students will not be given an opportunity to apply 
for a scholarships if their area does not receive an adequate alloca- 
tion and if their desired profession is not considered a priority in 
their area, even though there may be great needs nationally for 
such professions. We would recommend that this program remain 
a national program. 

My written testimony includes other specific areas of concern. In 
addition, the Department continues to carefully analyze all provi- 
sions contained in S. 1057. The department would like to continue 
to work with your committees to discuss our concerns with the bill 
as drafted. 

Based on the work that has occurred between the Department 
and congressional committees in the 108th Congress on the prede- 
cessor proposal, S. 556, to this current bill S. 1057, I am confident 
that we can reach a mutual agreement on a bill that can be accept- 
able to our parties, including tribes and urban Indians, and raise 
their health status in the years to come. 

I would be pleased to answer any questions that you may have, 
and thank your for having us today. 

[Prepared statement of Dr. Grim appears in appendix.] 

Senator Enzi. Thank you very much for being here. I will men- 
tion that we are going to have some confusion with votes that are 
starting at 3 p.m. today, but one of the things that we do by having 
people serve on panels, we are hoping that they are also open to 
written questions. A lot of times we have written questions anyway 
that go into much more detail than would be possible for us to be 
able to do in a forum like this. 

So we hope that all witnesses will be open to answering written 
questions, from all committee members. Our purpose is to build a 
record so that we have the capability to write the best bill. I appre- 
ciate the testimony you have given. 

As you might be aware, I am very interested in expanding health 
information technology to all health care providers. We have done 
some legislation on that. Could you briefly tell me what kinds of 
information technology activities are occurring in the Indian 
Health Service? More importantly, are there any barriers to broad- 
er implementation of those programs? 

Mr. Grim. The Indian Health Service has had electronic health 
records for many, many years. Just this year, we started the imple- 
mentation of a fully electronic graphical user interface health 
record. It has now been rolled out in 24 of our sites. We are in 
hopes that by the year fiscal year 2008 or 2009, we will have a 
fully electronic health record in all of our programs. We are making 
use of the latest technology that there is. We have tele-health pro- 
grams that are excellent that are in the State of Alaska that tie 
all of the community health clinics into some of the regional hub 
hospitals. We are looking at the expansion of tele-medicine across 
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our agency in the years ahead. We have it in various sites, but not 
others. 

So I would say, Senator, that we are I think right on the cutting 
edge. We are working with the President’s Health Information 
Technology Program. We have representatives that are sitting on 
that. I would be happy to answer anything further or more details 
that you might about that for the record. 

Senator Enzi. I will do some followup questions in writing. 

Senator McCain. 

Senator McCain. Thank you very much. Dr. Grim. 

For the record, you might mention who is accompanying you at 
the table. 

Mr. Grim. Okay. I have my deputy director, Robert McSwain; 
Gary Hartz, our director for the Office of Environmental Health 
and Engineering; and Craig Vanderwagen, our chief medical offi- 
cer. 

Senator McCain. Welcome. 

Doctor, we have been around this track a few times before, as 
you know. 

Mr. Grim. Yes, sir. 

Senator McCain. Last year, you raised several objections. We 
tried to accommodate them. A lot of those objections have to do 
with flexibility. You want maximum flexibility for the Department 
to work on meeting the health care needs of Indian people. I under- 
stand that. Most bureaucracies do. But some of the objections you 
raised last year and this year seem to reflect an unwillingness to 
accord the same flexibility to Indian tribes. We find that not pro- 
portional. What is your response? 

Mr. Grim. I would just say that we would continue to work with 
the committee if there are specific provisions in the bill where you 
think that we are giving up the tribes’ flexibility I would be more 
than happy to discuss it. 

As I mentioned earlier, we have a very robust consultation policy 
within both the Department and the Indian Health Service, and do 
not make any major policy or budgeting decisions without consult- 
ing tribes. So we would be more than happy to work with the com- 
mittees on those specific issues. 

Senator McCain. One specific issue, you raise objection to the 
GAO preparing a comprehensive baseline report on Indian health 
facilities that is presently in the bill. 

Mr. Grim. Yes, sir. 

Senator McCain. Yet your department has never been able to 
provide the tribes or Congress any total information on the num- 
ber, size or status of the Indian health facilities. If the GAO does 
not prepare a comprehensive baseline report, then who does? 

Mr. Grim. The reason that we made those comments. Senator 
McCain, is that the agency has been in the process over the course 
of the last IV2 years in consulting with tribes on a new priority sys- 
tem for the agency. It will be a more expansive type of priority sys- 
tem than our current one. We are in the final process of that. We 
had a tribally driven work group called the Facilities Appropriation 
Advisory Board, made up of tribal members across the Nation that 
developed a priority system recommendation with waiting and cri- 
teria. 
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We sent that out to tribal leaders all across the Nation. We re- 
ceived over 800 comments on that. The group incorporated those 
and they are very close to making a recommendation to me. That 
will be a much more comprehensive listing than we currently have. 
That was the reason we asked that reference to GAO doing that 
report be removed. We feel that we are very, very close to imple- 
menting that. It has been through tribal consultation. 

Senator McCain. How does a GAO baseline report interfere with 
any of the things you just said? Are you concerned about needless 
expenditure of taxpayer dollars? I do not see how a GAO report 
would interfere with any of the good things that you just described. 

Mr. Grim. Our concern, I think, is that it would take additional 
time of agency staff. We are almost there. We almost have the 
data. We would have to work with GAO I think rather extensively 
to get the data transferred over to them into a report, but if that 
is the committee’s wish. 

Senator McCain. Mr. Chairman, I have several questions I 
would like to submit for the record. I thank you, Mr. Chairman. 

I thank the witnesses. 

Mr. Grim. Certainly, Senator. 

Senator Enzi. Senator Dorgan. 

Senator Dorgan. Mr. Chairman, thank you very much. 

Dr. Grim, you and I have had plenty of opportunity across the 
dais to talk about these issues. I will not ask you again the ques- 
tion, what was your recommendation to the Office of Management 
and Budget for funding for the Indian Health Service. Was it sub- 
stantially different than that which was expressed in the Presi- 
dent’s budget to the Congress? I have asked you that a couple of 
times and I think you have felt like you have been unable to an- 
swer it or unwilling to answer it and would probably get in trouble 
if you answered it. Do you still feel that way? 

Mr. Grim. Yes, sir. [Laughter.] 

Senator Dorgan. Why don’t we get you in trouble today? [Laugh- 
ter.] 

Let me ask you, at a recent hearing one of the witnesses who tes- 
tified after you and Dr. Carmona spoke mentioned that the Indian 
Health Service is funded at about 40 percent or 45 percent of the 
level of need. What is your assessment of that? Almost all of us 
would agree that there are in many cases a bona fide emergency 
with respect to health care on reservations, so it is funded at some- 
thing below the level of need. What is your assessment of the state- 
ment that it is only at 40 percent or 45 percent? 

Mr. Grim. We have some data on that and we can provide that 
for the record. Senator Dorgan. 

Senator Dorgan. But do you think it is 50 percent of the level 
of need or 75 percent of the level of need? Any notion? 

Mr. Grim. We have data that we update annually on that and 
I cannot recall what the exact numbers are right now, but we will 
provide that. 

Senator Dorgan. Do any of your staff know the answer to that? 
It just seems to me like that is a pretty fundamental question. 
What is the need out there and how close are we to meeting the 
need? I have said before in other venues that we have a trust re- 
sponsibility for health care for American Indians. We also have re- 
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sponsibility for health care of Federal prisoners, and we spend 
about twice as much per capita for Federal prisoners’ health care 
as we do for Native Americans’. 

So it seems to me just by observation we are something substan- 
tially below the level of need. I am trying to determine whether we 
have any notion of what that is. 

Mr. Grim. We do have a notion of what that is. I do not know 
if it has been updated for the current fiscal year, Senator Dorgan, 
but it is somewhere in the nature of 60 percent. 

Senator Dorgan. At 60 percent? All right. That would suggest 
we are about 40 percent short of fulfilling the need, which is really 
a serious, serious omission. 

My colleague. Senator McCain, asked the question about the 
health care facilities. I believe this year the recommendation is a 
cut in health care facilities. I think it is around $70 million, $75 
million. I would share his question about why would anybody object 
to a GAO baseline report. I understand that you are working on 
a priorities list. I also understand from an inquiry I made yester- 
day that that is about 6 months or 9 months away. 

Mr. Grim. We have done the master health services planning for 
that whole process across our regions, but you are probably accu- 
rate in an about 6-month timeframe before a final report would be 
done. What we still have yet to do is we have told the tribes that 
if the recommendations that all came in resulted in a significant 
change to either the criteria that we were suggested or the 
weighting of the criteria, that we would come back to tribal leader- 
ship one more time, show them the formula, talk to them about the 
changes that had been made and why those had been made based 
on the recommendations from around the Nation. And then if there 
was not significant disagreement, we would implement that new 
priority system, run all of our health services master plans through 
that, and then come up with a comprehensive list. 

Senator Dorgan. Yes; there is an urgency to do that and get that 
done as quickly as possible. I hope you would not object to the re- 
quirement in the bill with respect to the GAO. If it is duplicative, 
so be it. Although perhaps by the time that would be implemented, 
you would have finished your report. 

I think certainly on behalf of those of us who serve on the Com- 
mittee on Indian Affairs, there is an urgency here to find a way 
for us to move this legislation forward. We are very frustrated. We 
could not do it last year. We should do it now. I hope that you and 
others will play a constructive role in letting us, not letting us, in 
cooperating with us to move this legislation sooner rather than 
later. 

Mr. Grim. Yes, sir; Senator Dorgan. 

Senator Dorgan. Thank you, Mr. Chairman. 

Senator Enzi. Thank you. 

Senator Murkowski. 

Senator Murkowski. Thank you, Mr. Chairman. 

Welcome, Dr. Grim. I always appreciate your being here and 
hearing from you. Your statement this afternoon does not make 
any reference to the Dental Health Aide Therapist Program. We 
are going to be hearing a little bit more on the third panel this 
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afternoon. As a dentist and as a public health professional, can you 
give your opinion regarding this program? 

Mr. Grim. I have traveled to Alaska numerous times, as you 
know. 

Senator Murkowski. And we like that. 

Mr. Grim. I am looking forward to coming again sometime soon. 
I have traveled with our former secretary to that region. We did 
have an opportunity to talk with the tribes about that particular 
program the last time we were up there last summer. We felt that 
the program had merit, and since then additional views have been 
coming forward and additional concerns. 

We are continuing to meet with all the parties that are con- 
cerned. We have met with the Alaska tribes. We have met with the 
American Dental Association. We continue to try to look for a solu- 
tion to the problems of the high levels of unmet dental care that 
occur in the bush in the very rural parts of Alaska. We are commit- 
ted to working with you and with the tribes there to try to resolve 
that issue. 

Senator Murkowski. Some of us feel that one way to resolve it 
is through this Dental Health Aide Therapist Program. Can you 
kind of speak to some of the challenges that IHS has in recruiting 
dentists for rural Alaska and to these villages? 

Mr. Grim. Yes; I can. Senator. We currently have about a 24 per- 
cent vacancy rate for dentists nationally, IHS-wide. The last statis- 
tics that I had seen from the tribes in Alaska showed that in the 
outer-lying parts of Alaska that number is getting close to about 
50 percent. We are having trouble nationally recruiting dentists 
into many of our programs. 

So we continue to work with organizations like the American 
Dental Association. We work with the U.S. Association of Colleges 
of Dentistry to try to do what we can to recruit at locations like 
that, but currently we are simply lacking the ability to fill those. 

Senator Murkowski. Are you having any success with that re- 
cruitment then? 

Mr. Grim. We are able to fill our positions to this level, but we 
seem to be at about this level and cannot seem to quite get over 
to filling greater than about 75 percent of our dental positions right 
now. It has been hovering around that for a couple of years. 

Senator Murkowski. So as we look into the future, then, with 
meeting the dental health care needs of our Alaska Natives in our 
villages, do you see a way that we are going to be able to get 
enough dentists out there in rural Alaska to meet the need? 

Mr. Grim. I think it is going to require a long-term concerted ef- 
fort, but I am always hopeful that we are going to be able to do 
that. We continue to have moneys in our scholarship and loan re- 
payment programs that we use to try to train new native students, 
and I think we need to continue to try to be very aggressive at re- 
cruiting current Alaska Natives who want to get into dental school 
and try to encourage them to do that; get them into our scholarship 
program and hopefully have them go back home and serve their ob- 
ligations in their communities, and then continue to stay with their 
tribal programs and serve out their professional career. 

I do think it is going to be a long-term effort. We are working 
with all sorts of individuals, as I said, universities and the Amer- 



343 


ican Dental Association, among others, to try to jointly work on 
that issue for the Indian Health Service. 

Senator Murkowski. You have kind of ducked the specific ques- 
tion of how you feel about the Dental Health Aide Therapist Pro- 
gram. What I am hearing you say is you recognize the need. We 
have to do something. We must do something and that you are 
going to be working with us on that. 

Mr. Grim. Yes; Senator Murkowski. 

Senator Murkowski. Thank you, Mr. Chairman. 

Senator Enzi. Thank you. 

Senator Reed. 

Senator Reed. Thank you, Mr. Chairman. 

Thank you. Dr. Grim. 

Let me follow on with Senator Murkowski’s question and broad- 
en it to recruiting other health care professionals. It is not just 
dentists you have a problem recruiting. Could you lay out the 
shortcomings for recruiting as you see them today? 

Mr. Grim. I can give you some specifics on percentages of where 
we are right now in many of the professions. I can supply that for 
the record. Really, a lot of what we deal with tracks with what the 
Nation as a whole is. There is a nursing shortage, and so we are 
facing difficulty recruiting nurses as well. Pharmacy and dentistry 
continue to be areas where we have high vacancy rates, too, and 
it seems to track with some of the needs in the Nation as a whole. 

So not only are we facing the private sector economy trying to 
recruit the same types of people. Many times our locations are 
rural and isolated and so we have the difficulty of that as well on 
top of it. But we do have, as I said, scholarships and loan repay- 
ment programs. We have very active recruitment programs for 
nursing, medicine, dental, pharmacy, and we are doing the best we 
can. 

I know the professions themselves are looking at those issues, 
too, as they see the numbers of certain types of professions, you 
know, more people retiring than are graduating and what it is 
going to mean for the country. 

Senator Reed. Is there more that we can do to assist you in 
terms of legislation or appropriations? Is this simply a social prob- 
lem that is beyond any additional help from us? 

Mr. Grim. I guess if I knew the answer, we might already be 
here. Yet we would welcome any help that the committee might be 
able to provide us. We are still studying the issues, too, and work- 
ing with the various professional organizations. We have a large 
group of professional organizations we work with on a regular 
basis. They are all very, very supportive of our program and try to 
help us within their own ranks of their professions, but we still 
face those difficulties. Thank you for your support. 

Senator Reed. Doctor, Senator Dorgan alluded to the budget 
shortfalls which your rough estimate is about 40 percent gap be- 
tween the need and the resources. In high-cost parts of the country 
like Rhode Island, where we have the Narragansett Tribe, not only 
is this funding insufficient, but the costs are significantly higher. 
Is there any attention to these areas? Where there are high costs, 
housing costs in the area where the tribe has their tribal lands 
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growing at 100 percent, I am not exaggerating, in the last five 
years. It is incredible. 

Mr. Grim. I believe you. 

Senator Reed. It is hard to just maintain the staff. They have 
not had a raise in 5 years. Is there any attention to these specifi- 
cally high-cost areas? 

Mr. Grim. Well, there are some pay adjustments that staff can 
get for living in higher cost areas, but one of the things that we 
are trying to do is to recognize it on a formula allocation basis. As 
I said, whenever we get any new additional program increases, we 
consult with tribes on how that is distributed across the Nation. As 
they have joined us in the process and the agency not making those 
decisions alone, our formulas for distributing money have become 
more and more complex, but more sensitive to issues like that. We 
have certain formulas now for types of funds that we give out that 
a portion of the funds are given out based on the nearest metropoli- 
tan area and the costs in that area. So we are trying to take some 
of that into account now as we allocate funds. We will divide a for- 
mula into three parts and maybe one-third is devoted to the costs 
in an area. So if you live in a higher-cost area, you get more funds 
in that component of the formula. So we are trying to do that to 
try to address it within the funds that we have. 

Senator Reed. Thank you very much. Doctor. 

Thank you, Mr. Chairman. 

Senator Enzi. Thank you. 

I would mention that Senator Inouye could just be here briefly 
between committee meetings and the vote. He does have a state- 
ment to submit and questions that he will want to have submitted, 
too. And that is open to members of both committees, as well. 

Senator Coburn. 

Senator Coburn. Thank you. Senator. 

Welcome from one Oklahoman to another. Glad to see you again. 
Dr. Grim. 

Mr. Grim. Thank you. Senator. Good to see you. 

Senator Coburn. Would you like to have an irreversible dental 
procedure done on you by a dental health aide? Would you want 
your family to have an irreversible dental procedure done by a den- 
tal health aide that has a high school graduation and some foreign 
training? 

Mr. Grim. I think if I was in a situation where I was in pain 
with a lack of adequately trained dentists, I would be able to do 
that. 

Senator Coburn. That is my whole point. We are going to give 
less quality because we are not meeting our need. I just came 
through a campaign and one of the things I was critical of, and I 
am critical of, is health care to Native Americans, with six times 
the rate for dialysis for Native Americans, six times the rate, which 
says we are not doing diabetes right. The question is, the ADA op- 
poses this, but why can’t you work out a deal where they have 
locum tenens up there? If they really do not want this to happen, 
why won’t they volunteer for service up there? Let’s work a deal. 
Let’s have them do the right thing. 

You create an environment where we can have dentists who will 
volunteer their services for Native Alaskans and solve this problem 
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while we are in a shortfall. I think you will find that they will be 
agreeable to that. I think that would solve the problem. But this 
idea of not meeting our obligation, meeting it by name, but not in 
quality, I think is one of the most critical things we have to do at 
the Indian Health Service. That is by no means a reflection on the 
people who work there. You have a burden and you do not have 
the resources with which to carry out the completion and attack 
that burden. 

With your electronic medical record, have you instituted best 
practices, especially for diabetes? 

Mr. Grim. Yes, sir; we have. 

Senator Coburn. And that is being followed? Are you tracking 
that to see the better outcomes and lower hemoglobin and A(l)(c)s 
and better compliance? 

Mr. Grim. Yes, sir; we have. We have seen a downward trend in 
the hemoglobin A(l)(c)s. We are seeing better blood pressure con- 
trol; better us of the ACE inhibitors. We have an extensive data- 
base of almost our entire diabetic patient population, tracking both 
clinical indicators. We also with the special diabetes program funds 
for Indians that Congress made available for us, we have just re- 
cently released the report to Congress that shows a huge increase 
in the number of both primary and secondary prevention programs 
in Indian Country that were present now, prior to the funds were 
not available to the population. 

So we are seeing a very positive trend in the care of diabetes. We 
have been in the diabetes care business for many years. In fact, the 
diabetes grant funds, one of the things we did was put together 
with professional experts in the agency and the American Diabetes 
Association a series of 11 or 12 best practices that tribes could use 
in their grants, depending on what were the particular problems in 
their communities, and suggested ways they might assess which of 
those they wanted to do. So I think we have done an outstanding 
job with the use of the funds that Congress given. Tribes deserve 
a lot of credit for that because the vast majority of those funds 
went directly to tribes. They have implemented a lot of great pro- 
grams. 

Senator Coburn. I would just note that the Congress refused to 
support recently with an amendment that I offered for additional 
funding for diabetes prevention. We are going to buy more land, 
rather than take care of the Native American obligation that we 
have. It was pretty disappointing to me. I think we got 17 votes 
in the Senate to fund prevention activities for diabetes, so it might 
reflect on the Senate where our priorities are. 

Do you ongoing tracking on prevention across the board within 
Indian Health Service? 

Mr. Grim. Yes, sir; we do. We have long been an agency and a 
health care system that focuses on prevention, not just in the clin- 
ic, but also in environmental health arenas as well, and safe water 
and sanitation facilities, to make huge improvements. 

Senator Coburn. So can you give me a time at which we are 
going to see the same type of diabetic control in the Indian popu- 
lation, Native American population, that we see in the rest of the 
population in this country? 
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Mr. Vanderwagen. Dr. Coburn, I would say right now we are 
probably leading the Nation in diabetic treatment, not necessarily 
primary prevention, but in secondary prevention through effective 
treatment with evidence-based best practices. I would say we have 
evidence to support the assertion that we are probably leading the 
country right now. 

Senator Coburn. So we are going to see a decline in complica- 
tions, amputations, dialysis? 

Mr. Vanderwagen. In fact, we have had a 50-percent decline 
over the last 5 years in amputations. We are the only sub-popu- 
lation where deaths due to ESRD have declined between 2000 and 
2002. I think the Senate, the Congress invested well in putting 
that money into that diabetes effort. Now, can we extend it to heart 
disease, cancer and other chronic diseases is the real challenge that 
I think we are facing in Indian country. 

Senator Coburn. Well, best practices is going to help you do 
that. This is a great example to help us know how we solve the rest 
of the health care problem in this country. It is called prevention. 
It is not treatment after the fact. It is prevention. And you all are 
to be complimented on the institution of best practices because it 
is what it is going to take for us to get out of the health care crisis 
that we are in in this country. My hat is off to you. I just want 
to see the results coming forward, and then work on the prevention 
in terms of diet because that is just as important for not only the 
Native American community, but the entire American community. 

Mr. Grim. Our three primary focus areas that we have been 
working with tribes around the country on are health promotion, 
disease prevention, behavioral health issues, both alcohol, sub- 
stance abuse and mental health, as well as those behavioral issues 
with the lifestyle diseases like diabetes and chronic disease man- 
agement. We are looking at better models with now that we might 
put in place in many of our programs because we do have a huge 
burden right now of patients that already have these diseases, but 
we are focusing on all three of those areas. Again, we are looking 
at some best practice models in chronic disease management that 
we will start using in some other disease areas. 

Senator Coburn. I can ask this later and ask it formally as part 
of the record, do you have tracking on malpractice claims within 
the Indian Health Service as relative to outside of the Indian 
Health Service? Can you give that data to the Committee so that 
we can look at it? 

Mr. Grim. Yes, sir; I believe we can. 

Mr. Vanderwagen. In brief, it is about 100 cases per year that 
come to torts. That rate really is about 50 percent compared to the 
private sector. 

Senator Coburn. Come to trial or that are filed? 

Mr. Vanderwagen. That are filed and deemed worthy and are 
carried forward. That has been a pretty steady state for about the 
last 10 or 15 years, some slight trending up. Most of that is associ- 
ated with our larger, more complex hospitals, but we would be 
happy to give you the full picture. 

Senator Coburn. Thank you very much. 

Let me just thank you again for your service, and I am proud you 
are an Oklahoman. 
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Mr. Grim. Thank you. 

Senator Enzi. Senator Murray. 

STATEMENT OF HON. PATTY MURRAY, U.S. SENATOR FROM 

WASHINGTON 

Senator Murray. Mr. Chairman, I know that we have a series 
of votes on and another panel to come before us. I will he very 
brief 

I just want to really thank you and Senator Enzi for having this 
joint hearing. I hope that this allows the members of our Health 
Committee to really begin to understand this legislation so we can 
move it forward. I think we all understand the severe crisis facing 
our tribal communities today and the responsibility that we have 
to make sure that we address some of the tremendous disparities 
that are out there. 

I am very pleased that my friend Ralph Forquera, who is from 
the Seattle Indian Health Board, is part of the second panel. I 
think he is going to provide us with some really excellent informa- 
tion concerning Native Americans who live in urban areas. I am 
pleased that he is here. I am sorry that we are going to be having 
votes and I will be missing much of his testimony, but it is very 
important for our committee to hear that. 

I think when we hear the statistics about the fact that Native 
Americans are much more likely to die from specific diseases, 420 
percent more likely to die from diabetes, 52 percent more for pneu- 
monia and influenza. It goes on and on. I think we have a respon- 
sibility, really, to address that. 

So Mr. Chairman, I will not ask a question at this time. I will 
submit them for the record. Dr. Grim, if you could respond because 
I do know we have a series of votes. I am really pleased that we 
are having this hearing and allowing our Committee to begin to 
understand this problem and help move it forward. 

Thank you very much. 

Mr. Grim. Thank you for your interest. 

Senator McCain. Thank you very much. Dr. Grim. You got off 
easy today. We had a series of vote. [Laughter.] 

Mr. Grim. Thank you for that. Senator McCain. 

Senator McCain. Thank you. We would really like to get down 
to some serious negotiations so we can get this thing done as quick- 
ly as possible. That is going to require, and I know some of this 
is not totally up to you, but some of it going to require some conces- 
sions on both sides. We do have another body that has to consider 
it as well, who we have been in constant communication with, but 
this is almost an abrogation of our responsibilities when we do not 
address this much-needed legislation. 

So thank you, and thank your colleagues for all you do. 

Our next panel is Rachel Joseph. She is the chairperson of the 
Lone Pine Paiute Shoshone Reservation in Lone Pine, CA. She is 
also the cochair of the National Steering Committee for the Reau- 
thorization of the Indian Health Care Improvement Act. 

Mr. Don Kashevaroff is the president of the Seldovia Village 
Tribe in Alaska. He is also the president and chairman of the Alas- 
ka Native Health Tribal Consortium. We are glad you could travel 
this long distance to be with us today. 
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I would also like to send a special welcome to Richard Brannan, 
the chairman of the Northern Arapaho Business Council from Fort 
Washakie, WY. Thank you very much from Fort Washakie, WY. I 
thank you for being here today. I have appreciated all the expertise 
on tribal issues that you have provided to us over the years. I know 
the committee will appreciate your testimony. 

I would also like to introduce Ralph Forquera, the executive di- 
rector of the Seattle Indian Health Board in Seattle, WA. 

Ms. Joseph, it is nice to see you. Please begin. 

Ms. Joseph. Thank you, Mr. Chairman. 

Senator McCain. By the way, my colleagues are voting and they 
will be coming back and forth. I want to extend my apologies for 
the interference of our parliamentary procedures. Welcome, Ms. Jo- 
seph. 

STATEMENT OF RACHEL A. JOSEPH, CHAIRPERSON, LONE 
PINE PAIUTE SHOSHONE RESERVATION 

Ms. Joseph. Thank you, Mr. Chairman. 

I am here today to present testimony on behalf of the National 
Steering Committee for the Reauthorization of the Indian Health 
Care Improvement Act, the National Indian Health Board and the 
National Congress of American Indians. Thank you for this joint 
hearing and providing me the opportunity to testify in support of 
S. 1057. 

The message of Indian nations across the country is please reau- 
thorize the Indian Health Care Improvement Act this year. This 
act enacted in 1976 declared this Nation’s policy to elevate the 
health status of our population to the highest possible level. We be- 
lieve this should be at parity with the general U.S. population. 
Nearly 30 years later, we are no where near achieving this goal. 
However, S. 1057 would facilitate forward movement. 

Health care reality in Indian country compared to the general 
population is our people still die due to accidents 204 percent 
greater than rest of the population; 650 percent more likely to die 
from tuberculosis, a preventable disease; 318 percent more likely to 
die from diabetes. The epidemiology center in the Northern Plains 
has recently reported that the Northern Plains Indians have the 
highest SIDS rate in the world. The Surgeon General reports that 
Indian youth are dying at 3.1 times greater than the general popu- 
lation. 

Our challenges are escalating, and like so many other programs 
in the country we are seeing employee take-backs, reduced hours 
of operation, staff reduction and burnout. Resources are limited 
and our estimates indicate that the Indian health budget has lost 
over $2.46 billion in purchasing power over the last 14 years. 

I have testified to this before. Medical inflation has increased 
over 200 percent since 1984. Unfortunately for the IHS, the 0MB 
inflation rate ranges from 1.9 percent to 4 percent a year, when 
medical costs inflation is between 6.2 and 18 percent. 

Like the private sector, we face ever-increasing costs for pharma- 
ceuticals, equipment and other costs. As raised earlier by the Sen- 
ator, the per capita expenditures for our patients is approximately 
one-half of the per capita expenditures for Medicaid beneficiaries. 



349 


and the expenditures for a prisoner’s health care is almost double 
what is spent on a patient in the IHS system. 

In 1999, a national steering committee for the reauthorization 
was formed. Consultation was held extensively across the country 
to develop consensus recommendations to address our current 
needs. Included among those recommendations was the authoriza- 
tion for a comprehensive behavioral health program which reflects 
tribal values and emphasizes collaboration among alcohol and sub- 
stance abuse social services and mental health programs, which 
was reflected in title VII of S. 1057. I was quite taken aback when 
I heard Dr. Grim express objection to section ll(2)(b). In fact, that 
has been a challenge for us in dealing with reauthorization. We 
have never seen a finite list of what the objections are. 

But if I might briefly talk about what our intent was when we 
developed language with 711(2)(b). This is a section dealing with 
fetal alcohol disorders. We feel strongly that we need to do eveiy- 
thing we can to change the behavior of pregnant women, high-risk 
pregnant women, and women that are pregnant with Indian ba- 
bies, to encourage them not to indulge in alcohol and substance 
abuse. That was our intent. We think this is a priority and we 
think that the program should do this. We are surprised that there 
is an objection to that provision. 

Another recommendation is authorizing the elevation of the As- 
sistant Secretary, elevation of the Indian Health Service Director 
to an Assistant Secretary appointed by the President with the ad- 
vice and consent of the Senate. 

The deplorable disparities in our health indicators compared to 
the general population require us to assert that we need to ap- 
proach our responsibilities differently. Status quo is not acceptable. 
We believe that elevation would be comparable to the administra- 
tion of the BIA programs by an Assistant Secretary in the Depart- 
ment of the Interior and the Assistant Secretary for Public and In- 
dian Housing in the Department of Housing and Urban Develop- 
ment. 

We also recommend authorizing the Entitlement Commission to 
study the optimal way that health care should be provided to our 
people. Indian tribes strongly believe that through the cession of 
400 million acres of land to the United States in exchange for 
promises for health care and other services often reflected in trea- 
ties, that we secured a de facto contract which entitles us to health 
care in perpetuity, based on the moral, legal and historic obliga- 
tions of the United States. We also believe that we need to be able 
to address the long-term health care for the elderly as an option, 
rather than more expensive, costly or clinical care. 

We believe that these recommendations, many of which are in- 
cluded in S. 1057, are essential to help us modernize our health 
care delivery. 

In closing, I want you to know that in spite of our deplorable 
health conditions, we remain optimistic because our tribal govern- 
ments and programs are having successes and do so much with so 
little. We hope for reauthorization this year. We hope that one day 
our young people no longer commit suicide because they will have 
hope. We hope that one day we will no longer have to deal with 
meth problems and other substance abuse in our communities. We 
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hope that our grandchildren will be healthy. We hope that we can 
provide long-term quality health care to elders in the waning years 
of their lives. 

We hope for all these things because we know that the Creator 
has put us here for a purpose and we need your help. 

Thank you for this time. 

[Prepared statement of Ms. Joseph appears in appendix.] 

Senator Enzi. Thank you. 

Mr. Kashevaroff? 

STATEMENT OF DON KASHEVAROFF, PRESIDENT, SELDOVIA 

VILLAGE TRIBE, AND PRESIDENT, ALASKA NATIVE TRIBAL 

HEALTH CONSORTIUM 

Mr. Kashevaroff. Thank you, Mr. Chairman. 

My name is Don Kashevaroff. I am appearing here as the chair 
of the Tribal Self-Governance Advisory Committee, which has ap- 
pointed me to the National Steering Committee for the Indian 
Health Care Improvement Act. I am from Alaska. I am the presi- 
dent of my very small tribe of 400. I am also the president and 
chair of the Alaska Native Tribal Health Consortium, which 
through Anchorage and the Alaska Native Medical Center, we co- 
manage that and we serve 130,000 Alaska Natives through the 
hospital and water and sewer projects in various other programs 
that we have. 

Both my small tribe and my very large company practice self-de- 
termination and self-governance by assessing the health needs of 
our people and redesigning and expanding our programs to improve 
the available care. 

I have a couple of issues that I want to address with you today. 
The first one is home health care. I also have submitted written 
testimony. Hopefully, that can be in the record, sir. What we found 
at ANMC, we have 150 beds. About one-quarter of the beds we 
have are taken up by folks that might or should not be there. If 
we were a private sector hospital, they would discharge the people. 
We continue to serve them because we have no place to send them. 
Many of them need step-down units and various other care that we 
do not have in existence. 

Home health care is in S. 1057, and we are very supportive of 
that staying in there. What we found out, as I have stated already, 
Indian Health Service does not have the money we need to provide 
the services to Indians. What we have been doing over the past few 
years is relying more and more on third party payers. We bill in- 
surance companies, if the Indian happens to have insurance, we 
bill the insurance company. Those insurance companies actually 
say, well, you only can have a stay in the hospital for a couple of 
days and then we will not pay anymore, because they know that 
there are cheaper ways of providing health care to people than 
staying in a hospital bed. So we are kind of stuck with the hos- 
pitals and we do not have all the home health care provisions that 
we are looking for. So we are very supportive of that in the bill that 
we can expand those services. 

We have also found out that our elders, the best care we can give 
our elders are close to home. When we make our elders travel, they 
come in and they actually encounter a foreign language, they en- 
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counter English, and they have to be with us. They have unknown 
areas that they have to live in. They lose track of their families. 
They are removed from their family. Many of them just refuse to 
come in for care. So by having a home health care-based system 
where we are able to get out there and provide the services to them 
like the rest of the country has realized, will modernize IHS and 
bring us up into where we should be, and be able to provide better 
health care at a lower price. So we are very supportive of the home 
health care provisions in there. Senator. 

I would also like to touch on the Federal Tort Claims Act cov- 
erage. I noticed in Dr. Grim’s written testimony that they thought 
that there might have been an expansion of FTC A coverage. To the 
best of my knowledge looking at the Act, there is no change in 
FTCA services to ineligible non-beneficiaries. The language does 
not increase any change in it. 

What we are faced with with Federal tort claims coverage is that 
we provide a service, and if we do not have Federal tort claims cov- 
erage, we have to take money out of our contracts support costs or 
a direct-service budget to pay for insurance that the government or 
IHS did not have to pay for before. So when our tribes take over 
programs, we have to have coverage. If we do not have coverage, 
we have to pay an insurance provider. The amount is staggering 
that we have to take out of our direct services budget. 

In ANTHC alone, if we had to provide insurance for everybody, 
we would lose about four or five specialty providers. We have very 
many specialty docs, and we would have to basically let them go 
and take the money and buy insurance. We do not want to be in 
a situation where we end up doing that. So I am actually puzzled 
a bit by Dr. Grim’s written testimony that the Administration has 
these concerns that we are expanding coverage because we just do 
not see it, and maybe they can tell us later on where they see those 
concerns at. 

Real quick, also negotiated rulemaking is in the S. 1057. The 
Tribal Self-Government Advisory Committee is very supportive of 
negotiated rulemaking. We have found in the past that when we 
implemented title V of the ISDEAA that it worked extremely well. 
They even gave us awards for how well it worked, that we were 
able to get IHS in the room, and the tribes in the room. The tribes 
are delivering the health care out there and we are encountering 
a lot of things that IHS does not have to encounter. We have the 
understanding of how to provide health care out in the country. By 
working together, we are both able to understand the rules and put 
the rules down on paper so we can work better in the future. It 
has helped tremendously, us both having the same common under- 
standing. 

I also wanted to mention about the dental health aide therapists. 
I know we are going to have a panel on that pretty quick. Alaska 
Native Medical Center, which is managed by the Alaska Native 
Tribal Health Consortium and by South Central Foundation, we 
strongly support dental health aide therapists. Without question, 
that is our answer to our crisis that we are having in Alaska. I 
grew up in a village that luckily had a dentist come every 6 months 
from Anchorage. And it was the same dentist, so he knew me, and 
I got decent care. 
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People are concerned that there will not be good care. Well, these 
dental health aide therapists are sent out to school on it, and for 
2 years they are down getting trained to do what they are going 
to do. I personally have had times when dentists maybe did not do 
as good a job on me as I wished they would have, and I had to go 
in for follow-up care. So I think it really comes down to the individ- 
ual person whether you are going to get a quality dentist or quality 
care or not. We have a huge crisis in bush Alaska. If you go to a 
village of 100 or 200 people, you are not going to have a dentist 
wanting to live there. Even if you have a volunteer come in once 
a year, it is not going to provide the services the folks need. 

I personally would love to have a DHAT work on my teeth, just 
as I go to a nurse practitioner and a physicians assistant for care. 
I have no problem doing that. 

Finally, I wanted to mention that the tribes want to have, fun- 
damentally we want to look at S. 1057 and make sure that it does 
not regress from anything in current law. There was one instance 
that we found in section 403, which is the current law section 206, 
where Indian health programs may only bill third-party payers for 
reasonable charges as determined by the Secretary. This is a 
change. Our concern is by making the Secretary figure out what 
the reasonable charges are is going to increase the bureaucracy ex- 
tensively, as opposed to current practice where we bill under cur- 
rent practice methods. 

So I do want to thank you for holding this hearing, Mr. Chair- 
man, and hopefully trying to move this legislation forward. I am 
here to answer any questions. 

Thank you. 

[Prepared statement of Mr. Kashevaroff appears in appendix.] 

Senator Enzi. Thank you. 

Chairman Brannan. 

STATEMENT OF RICHARD BRANNAN, CHAIRMAN, NORTHERN 
ARAPAHO BUSINESS COUNCIL 

Mr. Brannan. Good afternoon. Senator Enzi. Thank you for ask- 
ing me to come and testify. 

I come from the Wind River Reservation, carrying a very heavy 
heart because of the suffering, the pain, that children and older 
people are going through on our reservation. I want to thank you 
personally for asking me to come here, and giving us a voice. 

There are many statistics that justify the need for improving 
health care on the Wind River Reservation and Indian country in 
general. I have listed a number of them in my written statement 
and I know you hear them from many others. But what I would 
like to do is spend my time here today to try to put a face on the 
problem that we are faced with every day on the reservation. 

My testimony here today is in honor of Francis Brown, a re- 
spected elder and ceremonial leader of the Northern Arapaho 
Tribe, and Marcella Hope Yellow Bear, a baby, both of whom died 
needlessly because of lack of funding. Both of them suffered ter- 
ribly before their untimely deaths. Francis had four brain tumors. 
He went to IHS for assistance. He was told there was no funding 
to help him to get the care he needed. He went home, suffered and 
died. Marcella Hope Yellow Bear was 18 months old when she died. 
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Her entire short life was one of torture and pain. According to the 
newspaper accounts, she had an open hole through her chin, nu- 
merous broken bones, and burns on her body and the bottoms of 
her feet. She was found hanging from a coat hook in a closet. The 
police found her that way. Physically abused and tortured, her 
whole life was nothing but pain. 

When I did hear, it was like somebody shooting my heart with 
an arrow, and part of my soul died when I heard that. Both of 
these could have been prevented. The system and all of us failed 
them because of lack of adequate funding. For his entire life, 
Francis Brown was one of the cultural and ceremonial leaders and 
elders of our tribe. Among his many contributions, he helped pre- 
serve the medicine wheel up in the Big Horn National Forest and 
other sacred sites. His early loss robbed not only his family, but 
our tribe of his culture and ceremonial knowledge. 

Marcella was a beautiful and innocent little baby, just so beau- 
tiful I cannot describe how pretty she was. She was also the hope 
of our future. That is our future, our children. In our tribe, we be- 
lieve children are sacred and we hold onto them because they are 
not tainted by the world and they are a blessing from God. Yet she 
was killed by her own parents, both members of our tribe, because 
of their addiction to methamphetamine. Those drugs and others, 
including alcohol, are the scourge of our reservation in Indian coun- 
try. 

As you can see from these two painful examples, we need fund- 
ing for both prevention and treatment. I am here today to give my 
support to S. 1057, but also to remind you of the need to fully fund 
it and to remind you of the trust responsibilities of the LJnited 
States to American Indian tribes. 

Also, the Almighty gave me a vision where I saw this beautiful, 
wonderful white house with a bright picket fence, immaculately 
maintained yard, with a swing, a play area full of children. I am 
sure people have experienced children full of joy, full of happiness, 
smiling, seen them dressed in their Sunday best on Easter Sunday 
with their little beautiful socks and dresses and healthy and smil- 
ing, and just shrilling with happiness. That is the vision the Al- 
mighty gave me of the Northern Arapaho children and our people. 

I do know that this committee has the ability to make that vision 
come true for the Arapaho people, and I ask for your help. I thank 
you for allowing me to testify here today. 

[Prepared statement of Mr. Brannan appears in appendix.] 

Senator Enzi. Thank you. 

Mr. Forquera. 

STATEMENT OF RALPH FORQUERA, EXECUTIVE DIRECTOR, 
SEATTLE INDIAN HEALTH BOARD 

Mr. Forquera. Thank you, Mr. Chairman. 

My name is Ralph Forquera. I am the executive director for the 
Seattle Indian Health Board. I am also the director for the Urban 
Indian Health Institute, which is a division of the Seattle Indian 
Health Board we created in 2000 to conduct research and perform 
epidemiologic studies on the health of urban American Indians. 
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I am an enrolled member of the Juaneno Band of California Indi- 
ans, which is a State-recognized tribe from the San Juan 
Capistrano region of Southern California. 

The Seattle Indian Health Board is a private nonprofit commu- 
nity health center established in 1970 as a free clinic in what was 
then an old U.S. Public Health Service hospital, so we are celebrat- 
ing our 35th anniversary this year. We are currently under a con- 
tract and hold several grants from the Indian Health Service under 
title V of the Indian Health Care Improvement Act. We are one of 
34 such nonprofit Indian-controlled corporations located in 41 cities 
and 19 States around the country that contract with the Indian 
Health Service under title V. 

About 20 of the 34 existing programs provide some level of direct 
care. The remaining 14 programs provide health education, infor- 
mation, referral assistance and other services designed to improve 
access to health care. In addition, urban Indian health organiza- 
tions play an important cultural role in many cities by offering pro- 
grams and services that are culturally appropriate and socially ac- 
ceptable to the wide array of Indian people living in cities. For ex- 
ample in Seattle we serve Indian people from over 150 American 
Indian tribes and Alaska Native villages each year. 

The role of providing an identifiable and culturally acceptable 
place in American cities for Indian people is an often overlooked ef- 
fect of these programs that in many ways has become an essential 
part of the healing process for Indian people who often feel aban- 
doned and isolated in American cities. According to the 2000 cen- 
sus, the majority of Indian people are now living in American cit- 
ies. Over 70 percent of Americans who self-identify as American In- 
dian alone or mixed race on the census are living in American cit- 
ies. 

The trend toward urbanization has been steady since the 1950’s 
when the policy of this Nation was to relocate Indian into cities in 
an ill-fated attempt at assimilation. Over 160,000 people were di- 
rectly affected by the relocation and termination policies. There re- 
mains a sizeable number of urban Indians who carry an emotional 
scar of this experience with them. As a result, that experience 
greatly influences their behaviors and their ability to trust govern- 
ment institutions, including oftentimes our own. 

Little is known about the overall health status of urban Indians 
across the Nation. While the Urban Indian Health Program has 
been a part of the Indian Health Service for nearly 30 years, only 
recently have formal efforts to document the health of urban Indi- 
ans been attempted. 

The lack of available data has made it difficult for us to defend 
the need for help in addressing the growing health crisis among 
urban Indians. However, in March of 2004, the Urban Indian 
Health Institute released a first report documenting for the public 
the severe health disparities among urban Indians. Using data 
from the National Centers for Health Statistics and the 1990 and 
2000 U.S. census data, that we know is woefully inadequate for 
urban areas, the report still found significantly higher rates of ill- 
ness and identified multiple known risk factors that likely contrib- 
uted to these findings. 
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The report brought greater attention to the plight of urban Indi- 
ans and helped us to begin to build interest in looking at the 
health of this population. The report documented for the first time 
our anecdotal assertion that urban Indians were experiencing ill- 
health in disproportionate numbers. Our principal partner in this 
work to date is the Indian Health Service, which has now included 
us as one of the 10 Indian Health Service-funded regional tribal ep- 
idemiology centers, ours being the only one that focuses specifically 
on urban Indians and is on a nationwide basis. 

Title V, the urban Indian health section of the Indian Health 
Care Improvement Act, provides the critical link in recognizing 
that Indian country encompasses both reservation and urban com- 
munities. The 34 urban Indian health organizations reflect the na- 
ture of their local communities. They offer not only services, but a 
place of Indian identity that is frequently lacking for Indian people 
in American cities. In the broadest sense of healing, finding a place 
of belonging and acceptance can have a powerful and positive effect 
on the health of Indian people. 

Our ability to focus on Indian people and not be encumbered by 
the restrictive nature of limiting services to federally recognized 
tribal members adds to our capacity to heal wounds also. Title V 
is the only authority that specifically defines the health care role 
for the Indian Health Service in addressing the needs of urban In- 
dians. For this reason, title V is an essential tool in assuring that 
urban Indians are not forgotten as a group of Americans in need 
of health improvement. 

In the request for my participation in the hearing today, two spe- 
cific questions were posed to me. The first deals with the extension 
of Federal tort claims protection for urban Indian programs. The 
second concerns an issue that periodically has been brought to our 
attention by the Department of Justice regarding equal protections 
provisions of the Constitution and the fact that urban Indians are 
not subject to tribal governments with self-governance authority. 

With regard to the Federal Tort Claims Act issue, similar protec- 
tions have been extended to community health centers through the 
Public Health Services Act. Those of us who receive funding 
through the Bureau of Primary Health Care are already eligible for 
FTCA protection. It would seem to me that extending this protec- 
tion to urban Indian health programs would add minimal risk to 
the government. Inclusion could save considerable expense for 
those programs who are now purchasing private liability insurance 
for support for their work. The resulting savings could be used to 
provide needed services. 

It should also be noted that the title V program is truly crafted 
using the community health centers as a model. So therefore the 
extension of the privilege of FTCA for another group of federally 
sponsored safety net providers seems a fair and equitable action. 

With regard to the Department of Justice’s concern about equal 
protection matters, I first need to state that I am not an attorney 
nor am I professionally trained in this area. However, it seems to 
me that the enactment of title V defined a special class of health 
care provider similar to various arrangements made through other 
Federal programs like the Federally Qualified Health Center Pro- 
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gram under the Bureau of Primary Health Care and disproportion- 
ate share hospital payment structure under CMS and others. 

Clearly, the Federal Government has a rational basis for provid- 
ing funding, tax breaks and other benefits it deems to be in the in- 
terest of the Government or society in general. That rational basis 
should not allow such distinctions to withstand an equal protec- 
tions challenge. 

In the case of urban Indian health programs, the Congress has 
a clear and rational basis for its decision to provide programs, serv- 
ices and funding to urban Indians. After all, it was the ill-conceived 
policies of relocation and termination that led to the removal of 
large numbers of Indian people from reservations to cities. Con- 
gress dealt with Indians as a special class of citizens then, and it 
clearly can and should so do as it tries to rationally address the 
consequences of those policies. 

The structure of the title V program, that of using a nonprofit 
Indian-controlled corporate structure, offers the full benefits of the 
self-determination principles called for in President Nixon’s special 
message to Congress in July 1970 that forms the foundation for to- 
day’s Federal Indian policy. Successful urban Indian health organi- 
zations in some respects embody the spirit of self-determination. 
Our use of IHS funds to leverage our other public-private resources 
to extend our capacity to serve urban Indians is exactly what I be- 
lieve the authors of title V intended. 

It is clear that the Congress has the authority and the will to di- 
rect programs to address identified and documented health dispari- 
ties affecting American Indians and Alaska Natives. In these times 
of rapid change in the health care system in America, and the 
sharp escalation in the cost of health care, the importance of hav- 
ing organizations devoted to assuring access and quality health 
care for Indian people makes good public policy. It is fitting, then, 
that the Congress continue this policy by reauthorizing Title V. 

Thank you for offering me this opportunity to testify. I would be 
happy to answer questions. 

[Prepared statement of Mr. Forquera appears in appendix.] 

Senator McCain. Thank you very much. 

Ms. Joseph, what is your response to the Department’s view that 
the Intra-departmental Council consultation and Tribal Technical 
Advisory Groups are sufficient for Indian policy so that the ele- 
vation of the director to an assistant secretary is not necessary? 

Ms. Joseph. Thank you for the question, Mr. Chairman. 

The request or the advocacy for the elevation is not a new issue 
for tribes, for one thing. It has been around long before this effort 
to reauthorize. We feel the deplorable health conditions of our peo- 
ple warrant us to carry out our responsibilities in a different way, 
and maybe elevating the issues to a higher level would be a better 
approach. We know that status quo is not acceptable. 

We think that it is also consistent with the government-to-gov- 
ernment relationship in that it is comparable to the assistant sec- 
retary that has oversight of the BIA programs in the Department 
of the Interior. There is an assistant secretary for Public and In- 
dian Housing in the Department of Housing and Urban Develop- 
ment. 
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We think an agency that has such large responsibilities for In- 
dian people should he at a level where they can collaborate at a 
higher level in the Department; be a member at the table when pri- 
orities and policies are addressed; be a player in the decisions that 
are made when the Department’s priorities are established; and be 
at a level that ensures that other agencies in the Department are 
also considering the needs of American Indians and Alaska Na- 
tives. 

Senator McCain. What is your response to the Department’s 
view that we should mandate positions such as the diabetes coordi- 
nators within IHS? 

Ms. Joseph. Mr. Chairman, I thought that was real interesting 
a request, to require a mandate when earlier in the testimony 
there was an objection to mandates. In particular, that is related 
to mandating diabetes coordinators. For the record, I believe all 
areas have diabetes coordinators. The one we have in California, 
she is wonderful and we like her and she is doing a lot to inspire 
us, to prevent and to educate. 

But the tribal leaders during this discussion weighed this and 
did discuss it. They said, say for instance in five years we have a 
major epidemic in our area, and we might want a cardiovascular 
disease prevention coordinator or a tuberculosis prevention coordi- 
nator. With limited resources, the tribes locally may need to move 
resources and have another priority in five years. That was the 
wish to have some flexibility for local decisions. 

Senator McCain. Thank you. 

Mr. Kashevaroff, how would you respond to the views of the 
American Dental Association that there is a “false concern” that in 
Alaska that is only a choice between no dental care and some den- 
tal care, so that dental health aides are necessary? 

Mr. Kashevaroff. I believe that anybody that wants to come up 
to Alaska and go out to the bush, which we call it, will see that 
there is basically no access to dental care out there. Village folks 
that live there, if they have a toothache, they have a choice of ei- 
ther waiting six months to a year for a dentist from a regional hub 
to arrive, or to get on an expensive plane and fly in. That is what 
we are faced with. 

We do have some dental care. Dr. Grim mentioned that we have 
a 50 percent vacancy rate out in the bush in Alaska. That means 
we only have one-half the dentists. If Washington, DC only had 
one-half the dentists, you would have a lot of lines around here of 
people wanting dental care. 

So it is compounded in the fact that you live in a village and 
there is no way to access dental care than hop on a plane, which 
you cannot always do because we get snowed in for weeks at a time 
sometimes. And you only have one-half the dentists out there in 
the first place. So we have a very big problem, Mr. Chairman. 

Senator McCain. You mention in your statement that negotiated 
rulemaking was used in the self-governance regulations. What ben- 
efits have you seen in the implementation of the regulations? What 
is your response to the Department’s concerns that negotiated rule- 
making is costly and time-consuming? Were your negotiations cost- 
ly and time-consuming? 
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Mr. Kashevaroff. Mr. Chairman, I was not privy to the budget 
of the negotiations. I do not think they are that time-consuming be- 
cause we actually had a deadline imposed. I know S. 1057 has a 
longer deadline imposed. But the little bit of time put up front 
saves a lot of time in the end. 

By us coming together and working out the issues with the IHS, 
the tribes and IHS working out the issues, getting on the same 
foothold, understanding the same things, has saved us immensely 
right now years later from having tons of lawsuits back and forth 
because we cannot agree on what we said. When we are both in 
the same room, we negotiated it out and you had negotiations go 
where there is give and take, and everybody is satisfied somewhat, 
and we were able to achieve that. 

As I said earlier, they gave us some kind of awards because we 
were so efficient at doing it. I cannot imagine why the Administra- 
tion is against having negotiated rulemaking after we have been so 
successful in the past. 

Senator McCain. As has self-governance. 

Mr. Kashevaroff. Yes. 

Senator McCain. Chairman Brannan, in your testimony you 
state that addiction to methamphetamine and alcohol are epidemic 
on your reservation. What is currently being done to combat the 
problem and, in your opinion, will the new comprehensive care be- 
havioral health programs provided in the Act be helpful in any 
way? 

Mr. Brannan. Yes, Chairman; they would be. 

Senator McCain. It is epidemic on your reservation? 

Mr. Brannan. Yes; it is. 

Senator McCain. Would you give me a few statistics to describe 
that situation? 

Mr. Brannan. I guess throughout Wyoming it is considered epi- 
demic, even in the State of Wyoming. I do not have the specifics. 

Senator McCain. For example, most of your teenagers? 

Mr. Brannan. What you see is an underlying culture of people, 
and we have a number of tribal members coming up and saying, 
can you please do something for my family member; they are going 
to die, because all they are doing is ingesting poison into their sys- 
tem. There is no place for us to send them. There is no treatment 
dollars available for methamphetamine whatsoever. Alcohol is a 
significant problem, but methamphetamine is 50 times worse. 

Probably their life expectancy is less than 5 years once they take 
it for the first time. Typically, they are addicted for life once they 
do it, just the first time. There is a significant backlog of patients 
that need alcohol treatment alone. In some instances, it takes them 
6 months to 9 months just to go to treatment. With an alcoholic, 
if they finally identify or I guess understand that they do have a 
problem, they confess it, you need to get them to treatment as soon 
as possible. It is a constant theme. People are dying from cirrhosis. 

Senator McCain. You have a lot of dental problems, I would 
think. 

Mr. Brannan. Oh, yes. 

Senator McCain. Because of methamphetamines. 

Mr. Brannan. Yes, yes. Even without the methamphetamines, 
we can only serve 25 percent of our actual need. Our service unit 
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is funded at 51 percent of the level of need funding. Our denial rate 
is about three times more than what they approve under a contract 
health service budget. We are sending people home that have can- 
cer, saying there is no money for chemotherapy, therefore you have 
to die. That is the reality of it. 

Senator McCain. Then you must have a problem with teen sui- 
cide as well. 

Mr. Brannan. Yes; we did in the 1980’s, there were over 20-some 
young people that killed themselves, one right after another. It is 
consistent. 

Senator McCain. Is that associated quite often with the use of 
meth? 

Mr. Brannan. No; it is mainly associated with the lack of hope 
on the reservation, lack of opportunity. What we are doing right 
now is we are trying to develop a boys and girls club to give them 
some type of outlet. But the main thing is prevention on the res- 
ervation. Right now, the lack of funding within IHS is so signifi- 
cant we cannot even do prevention. We have to wait until some- 
body is sick or almost dying because the funding is so inadequate. 
What we need is preventive health dollars. We can work with our 
children. We can get them to exercise. We can get them to have a 
vision for their future, hope. But right now, we do not have that 
resource available. 

Senator McCain. Mr. Forquera, is your clinic the only urban 
clinic doing epidemiologic studies on urban Indians? 

Mr. Forquera. It is currently. Senator. We actually established 
the Urban Indian Health Institute out of frustration on my part. 
Nobody was doing work to directly address the issue of urban Indi- 
ans. Shortly after we established the organization. Dr. Trujillo, who 
was then the director of the Indian Health Service, who had had 
some experience working in the urban Indian community, helped 
to find some resources to help us set up the epidemiology side of 
the research element of the program. 

We have been struggling since we have had no directed resource 
in order to be able to track the health of urban Indians, and the 
fact that a lot of our data has to come from local municipalities or 
from other institutions that sometimes do and sometimes do not 
collect information that is Indian-specific. We have been having to 
go and develop those databases in order to be able to do the work 
that we are doing. We are in the process of doing that now, and 
I think are making progress, but we are also finding tremendous 
obstacles because of resource and other problems. 

Senator McCain. Many of your patients are in Seattle due to the 
policies of relocation and termination. Do you maintain contacts 
with the tribes in which these individuals may be members? 

Mr. Forquera. A large number of our clients are in fact enrolled 
members of their tribes. We also see a number of Indian people 
who are members of terminated tribes. We see a few Canadian In- 
dians who come down. And then we are also identifying an awful 
lot of Indians who were adoptees or children of adoptees or people 
that had been displaced from their nativeness not only in the 
1950’s, but prior to that. 

One of the great advantages of the work that we do and one of 
the fun things that we do is helping people re-link themselves up 
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to their nativeness. It is amazing the power of that experience for 
the individual and how good that makes us as an institution feel 
that we can help people reconnect with their roots and help them. 
They then become great supporters of the organization. They get 
services from us. They help the community by using their skills as 
part of the community. It is a wonderful thing. 

Senator McCain. Chairman Brannan, where is the nearest city 
or metropolitan area to your tribal lands? 

Mr. Brannan. Mr. Chairman, we have two cities. One is Lander, 
WY. That is approximately 24 miles from Fort Washakie. The other 
town is called Riverton, WY. 

Senator McCain. Are there problems with drugs and teen suicide 
in those non-Indian areas? 

Mr. Brannan. It is not as prevalent, but the meth problem is 
throughout the State, especially within Fremont County where the 
reservation is located. 

Senator McCain. Are there meth labs on your reservation? 

Mr. Brannan. Well, a lot of it I believe is foreigners from old 
Mexico. They did have a drug bust, and I think they had 250 
pounds of methamphetamine. 

Senator McCain. That is a lot of doses. 

Mr. Brannan. Yes; it is. 

Senator McCain. Well, it is a national problem, as you know, but 
it also seems to be most concentrated in lower-income areas, and 
naturally that means Indian country. At least we would see some 
benefits from passage of this act, wouldn’t you think? 

Mr. Brannan. Yes; it would help us significantly. 

Senator McCain. I thank the witnesses. I thank you for your pa- 
tience today. I apologize for this back and forth shuttle as we try 
to finish up our voting on the Department of Homeland Security. 
I can tell you at least we passed on amendment yesterday that di- 
rects funding directly to the Indian tribes, so it does not have to 
go through the State and local authorities. So a small benefit. 

Thank you for all you do. Thank you for your good work. We look 
forward to seeing you again. 

This panel is adjourned. 

Now, our last panel is Mary Williard, DDS, deputy director of the 
Yukon Kuskokwim Health Corporation in Bethel, AK; and Robert 
M. Brandjord, DDS, who is the president-elect of the American 
Dental Association in Washington, DC. 

Dr. Williard, welcome. Maybe out of pure curiosity, where is 
Bethel, AK located, in relation to, say. Anchorage? 

Ms. Williard. We are about 450 air miles west of Anchorage. 

Senator McCain. And the population is? 

Ms. Williard. In Bethel itself, about 6,000 to 7,000, depending 
on the time of year. 

Senator McCain. What is it in January? [Laughter.] 

Ms. Williard. Probably around 6,000. 

Senator McCain. And in August? 

Ms. Williard. More like 7,000. 

Senator McCain. Some come to the great State of Arizona in the 
wintertime, and we are always glad to have them. 

I thank the Chairman. 

Dr. Williard, who is that with you? 
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Ms. WiLLlARD. This is my daughter. Her name is Suskwok or 
Shauna Williard. 

Senator McCain. You are welcome to be here. Do you have writ- 
ten testimony? [Laughter.] 

Thank you. She is welcome here, Dr. Williard. 

Ms. Williard. Thank you. 

STATEMENT OF MARY WILLIARD, DDS, YUKON KUSKOKWIM 
HEALTH CORPORATION DENTAL CLINIC 

Ms. Williard. Mr. Chairman and members of the committee, as 
you know, my name is Dr. Mary Williard. I have been practicing 
public health dentistry for my entire career. About 9 years of that 
has been in the Public Health Service through the IHS. I completed 
a 2-year dental residency in general practice at a hospital in North 
Carolina. I have practiced both in the Navajo area as well as in the 
Bethel, AK area. 

I have been in Alaska for 7 years working for the Yukon 
Kuskokwim Health Corporation [YKHC]. I have also chaired the 
Academic Review Committee for the Dental Health Aide Program 
since its inception. 

On behalf of the Alaska Native Health Board and YKHC, I would 
like to say it is an honor to be here and have the opportunity to 
testify, and to bring my daughter to see how this great country 
runs. 

I really think this is a very important hearing for the future of 
the people in my area and especially for the children. I learned this 
morning that the ADA has started a campaign in our village news- 
papers that states that we are providing substandard care, second- 
tier of care to our village people through the Dental Health Air 
Program, specifically dental therapists; that we are experimenting 
on the people of the villages. I am here to say very strongly and 
clearly that that is not true. 

I personally have a vested interest to make sure that that is not 
happening. I believe that what we are doing is a good thing and 
it has been well thought out. I know that the tribes and the people 
in the area are supportive of us. 

I am a little nervous so I might stutter a little. Anyway, one of 
the things that I have done as part of my role in the Dental Health 
Aide Program is help to develop the dental standards that dictate 
how we work with the dental health aides and specifically the den- 
tal therapists, and how they become certified to provide the care 
that they are allowed to do. The quality assessments that are being 
one on our dental therapists are taken directly from the Indian 
Health Service for dentists. We are not allowing them to provide 
a second-tier or a substandard quality of care. They are expected 
to provide the services that they provide at the same level of qual- 
ity. 

These candidates have been hand-selected from large numbers of 
applicants. They are very responsible, respectable members of the 
community. I feel like we have gotten some really wonderful people 
into our programs. Part of my job at YKHC is to supervise the den- 
tal therapists that we have there. We do have two dental thera- 
pists who have completed the 2-year training in New Zealand to re- 
ceive their diploma of dental therapy. These two young people are 
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Alaska Natives and have been in our clinic for about 6 years now 
providing services. I have looked at every aspect of their service 
and their skills. I have found them to be quite skilled at what they 
are doing. They learned well during their schooling. They have 
taught our dentist, actually, some new materials and information 
that they learned in school. 

One of the other things that I do during my time in YKHC is I 
have observed the new dentists coming in from dental school. I 
have to work with them and bring them up to par with the other 
dentist on our staff. What I can say is comparing dental school 
graduates with our dental therapists is that I have seen that the 
skills are equal. 

Hearing Dr. Grim say, sort of hesitate whether he would let a 
dental therapist work on his own teeth or his own children, I am 
not surprised. Most dentists are very picky about where they go. 
I do not know that I would Dr. Grim work on my teeth. I have 
never seen what he can do. [Laughter.] 

But I can tell you that my children and I have been treated by 
the therapists, and I have no problem with that because I have 
seen what they can do and I believe that they are very well 
trained. They provide a good service. 

I look forward to allowing them to go out to the villages once 
they are certified and working in a general supervision capacity 
with the dentist in Bethel. One of the things that I really think is 
important about this is that we will have very competent dental 
providers in the villages with the people on a daily basis, so that 
not only will the people out there be able to see a dentist maybe 
once a year, but they will actually be able to see one when they 
need one, a dental provider. 

They will be able to see the therapist at the school, at the basket- 
ball games, mostly, in the villages, and be able to talk to them in 
the grocery store and say, you know, gee, I know you told me I 
need to brush my teeth all the time, but what can I do when I can- 
not afford a toothbrush? And maybe when they are deciding what 
to purchase at the store, they can, you know, what were you saying 
about the diet soda compared to the regular soda? 

Those kind of things are really important when you are talking 
about trying to change a community’s habits about oral health. 
Daily presence is a much more effective way of changing habits in 
a population than the itinerant-type approach that has been uti- 
lized in the past. So I think that is a very strong aspect of our pro- 
gram. 

I do not think volunteer programs will work. I am not saying 
that I do not want to see volunteers come. Please come. Please do 
as much volunteer work as you can. I think that would be great. 
I do think that they do not provide the continuity of care that will 
address the issues that we need and to help build a strong preven- 
tion program. 

The drill-and-fill model is still the old volunteer model as well. 
When you come in and you see patients, you drill and fill and you 
just get back out, and you have not made that connection with the 
patient. It just has not worked. 

One of the things that I have seen as well is that village resi- 
dents have long, 30 years there have been community health aides 
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in the villages. And when a doctor comes out to the village and 
talks to the patients and tells them what they know, the patients 
will listen, but when the doctor leaves the room, the patient turns 
around and asks the community health aide, you know, is that 
right? What can you tell me? So the trust is there when the people 
are there in the communities. 

One of the things about the Dental Health Aide Program is that 
the main focus is that we are looking at prevention. However, the 
dental health aide therapists are going to be there to help us deal 
with the problems that are already existing. You have already 
heard there is a very large problem with dental decay in our areas, 
unmet needs. Even if Dr. Grim was able to recruit dentists to our 
area to fill all the available positions, that is not going to meet our 
dental needs. A study in 1991 was done in Alaska that showed that 
even if the number of dentists in Alaska was doubled at that time, 
it would still take 10 years to meet the needs. 

So recruiting dentists to fill positions is not the only answer. We 
need all the help we can get. That does not mean we are looking 
for substandard care. That means we are looking for good quality 
care and we have come up with a method to do that. The dental 
health aides or dental therapists have been working in a number 
of countries for years and have a very good track record. In Can- 
ada, over 30 years of practicing; in Saskatchewan, being regulated 
by the dental profession, there has never been any merited claim 
against a dental therapist, and they provide the same level of serv- 
ices and more than we will allow under our Dental Health Aide 
Program. 

So in closing, well, one other thing I would like to say is that we 
do thank Dr. Grim for his letter of support of our program, and we 
will have that in our written testimony. We also have e-mails of 
written support from the South Central Foundation in Anchorage 
that states that they strongly endorse the Alaska Dental Health 
Aide Therapy Program. 

What I would like to ask you all, Mr. Chairman and the mem- 
bers of these committees is to please listen to the people that live 
and work in these communities and refuse to take away our feder- 
ally recognized right to manage our own health care. Please sup- 
port S. 1057 of the Indian Health Care Improvement Act, and do 
not limit the scope of practice of the dental health aides. 

Thank you. I am open to questions. 

[Prepared statement of Dr. Williard appears in appendix.] 

Senator Enzi. Thank you. 

Dr. Brandjord. 

STATEMENT OF ROBERT BRANDJORD, DDS, PRESIDENT- 
ELECT, AMERICAN DENTAL ASSOCIATION 

Mr. Brandjord. Thank you, Mr. Chairman and members of the 
committee. 

I am Bob Brandjord. I am president-elect of the American Dental 
Association and a practicing oral surgeon in Minnesota. I am here 
to express the American Dental Association’s strong support for 
using dental health aides and other innovations in dental care de- 
livery to help reduce the disproportionate burden of dental disease 
that many Alaska Natives suffer from today. 
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Equally important, I must state the American Dental Associa- 
tion’s unequivocal opposition to experimenting on Alaska Natives 
by allowing non-dentists to perform irreversible dental surgical pro- 
cedures. This is second-class care. It is unsafe. It is unfair. And 
most of all, it is unneeded. It is an admission that those who have 
been entrusted with the care of these people have essentially given 
up on them. Instead of really focusing on preventing disease, the 
solution is to extract it. Alaska Natives deserve better. They de- 
serve high-quality, fully trained, licensed dentists to provide the 
care. 

They can receive that care if we can break down the bureaucratic 
obstacles that are preventing it. Decades ago, Alaska Natives were 
almost entirely free of dental decay, but the trend has reversed. 
Many Alaska Natives now suffer from often severe untreated den- 
tal disease. Deterioration is due partially to the transition from the 
traditional subsistence diet to processed sugary foods and bev- 
erages; partly to the lack of oral health education and proper self- 
care; and partly to inadequate access to appropriate dental care. 

Alarmed at the declining oral health of its constituents, the Alas- 
ka Native Tribal Health Consortium has resorted to the desperate 
measure of deploying dental therapists to extract teeth, drill out 
cavities, and do pulpotomies, which are like a root canal. With only 
18 to 24 months of post-high school training, these well-intended, 
hard-working people do not know what they do not know. They are 
not prepared to routinely perform these procedures safely. Dentists 
perform thousands of procedures every day with such expertise 
that the public views them as routine or simple. But there is no 
simple surgical procedure. I know this. I spend a great deal of 
every working day removing teeth. 

For example, extracting a tooth can lead to serious and in some 
cases life-threatening complications. It can lead to chronic and 
acute infection, injury to adjacent teeth, gums, and bone, including 
fractured or broken jaws, displacement of teeth, parts of teeth, or 
foreign objects into the airway, gastrointestinal tract, and sinuses; 
even severe life-threatening breathing or airway problems. 

Proponents of the dental therapist plan argue that there are only 
two choices: Second-class care or no care. This is not true. Our 
written testimony includes an alternative model that builds on the 
current dental delivery system by making it more efficient. The au- 
thors include the dental director of the Alaska Native Medical Cen- 
ter in Anchorage. Central to this plan is the creation of the new 
mid-level aide called a community oral health provider. They can 
be trained in Alaska and not in New Zealand. These community- 
based dental aides could provide the patient education and preven- 
tive services that ultimately are the best and perhaps the only way 
to end the epidemic of dental disease that plagues Alaska Natives. 

Despite our attempts to help, we have continually run into a bu- 
reaucratic brick wall of opposition by those who, by their own ad- 
mission, are so vested in the therapist position that they will not 
consider any alternative. 

Mr. Chairman, the public health agencies who took responsibility 
for providing care for Alaska Natives have been unable to meet 
their own goals. Dentistry did not create this situation, but we are 
willing to help remedy it. But therapists are a big step in the 
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wrong direction. Rather, we need a dental health aide to provide 
education, prevention and appropriate services in every village. We 
need a more efficient system to provide the needed care safely and 
effectively. We need less redtape. 

We urge the Senate to adopt the language offered on the House 
side by Chairman Young which supports dental aides, but pre- 
cludes the use of therapists to perform irreversible dental surgical 
procedures. 

I want to thank you for your time and attention, and I would be 
happy to answer any questions. 

[Prepared statement of Dr. Brandjord appears in appendix.] 

Senator Enzi. Thank you. 

I thank both of the people who testified. The one who is probably 
the leading expert among Senators among this would be Senator 
Murkowski from Alaska. I will defer to her for questions. 

Senator Murkowski. Thank you, Mr. Chairman. I appreciate the 
opportunity to lead off with the questions. I unfortunately will have 
to be excusing myself after this because I have to get over to the 
energy conference, so I am splitting my time. 

I do not know. I am not the resident Senate expert because I 
spend a lot of time in the dental chair, but I do spend a lot of time 
traveling around my State and do know that in terms of health 
care issues and the area where we are so lacking is in dental 
health care. Dr. Williard, I appreciate your bringing your daughter 
here. As a mom with kids that are spending a lot of time in the 
dental chair nowadays, it is at this age where we are able to make 
a difference with our kids. 

Unfortunately, our Native children out in the villages are the 
ones that are suffering most. They are suffering because of the 
change in diet, as you have indicated Dr. Brandjord, and because 
of other changes as we are evolving as a new State, as a society 
that is moving from a subsistence lifestyle to a cash economy. It 
is hurting out kids’ teeth. As a consequence, it is hurting us as 
adult. It is putting a stress and a strain on the whole health care 
system. 

What is the answer? The answers are very, very difficult. I, for 
one, I have a real hardship when people say that we are experi- 
menting on Alaska Natives by providing them with something. We 
are not experimenting. We are trying to do something to take that 
first step to give the care that is so necessary and is so needed. I 
appreciate your testimony. Dr. Williard. I could tell that it was 
coming from the heart and very unscripted. You are living there. 
You are talking with the people and you know that when you have 
a doctor come to town who just blasts in and blasts out, the infor- 
mation that was left with you while you were sitting in that dentist 
chair goes out the window with that dentist. 

I know because I was raised in a tiny community where the doc- 
tor came to town every other week. It was good news for my family 
that my mother was not pregnant that year because she did not 
have to worry about whether or not she was going to deliver the 
baby by herself or whether the doctor was going to be in town. So 
we know what happens when we do not have that continuity of 
care. There are lapse. There are gaps. 
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So we have to do something. We have to do something. The pro- 
gram that we are talking about here today is novel. It is new and 
as a consequence it is raising concerns. 

I guess I would like to primarily direct my questions to you, Dr. 
Brandjord. When the first class of dental health aide therapists 
graduated from the University of Otago in New Zealand, the Asso- 
ciate Dean Tom Kardos, who himself is a dentist, said the follow- 
ing. He said: 

The dental therapist will be able to provide oral health care, including undertak- 
ing procedures such as fillings and extractions, along with educating their commu- 
nities in good oral health care and habits in accordance with the course they have 
taken. 

He has been obviously an advocate for the program. He believes 
that the dental health aide therapists can safely do the work for 
which they have trained. 

So I guess my question to you is, what kind of reach-out or con- 
versation or dialogue has the American Dental Association had? 
Have you sent any kind of a delegation to New Zealand to meet 
with Dr. Kardos, with his colleagues, to observe the level of train- 
ing that goes on; to attempt to work out some of the differences 
that you have indicated that we have with this program? 

Mr. Brandjord. Thank you. Senator. No, we have not sent any- 
body to New Zealand, but last year we sent six volunteers from our 
government affairs committee up to Alaska to work in the villages. 
They went through their normal credentialing process which was 
somehow expedited thanks to Indian Health Service. They worked 
side by side with Indian Health Service dentists. They were ex- 
tremely productive and they worked with Alaska Native dental as- 
sistants and dental health aides that were there. 

Those dental health aides and dental assistants helped them 
with the cultural sensitivity and with continuity of care issues that 
are brought up. Even in the Indian Health Service, there is a prob- 
lem with continuity of care with the low number of dentists and 
the rapid turnover. 

So the dependence on continuity of care comes exactly from the 
dental health aides and dental assistants in the area. Dental 
health aide therapists doing the procedures are not the answer. 
When we looked at the different things, the level of care that had 
to be provided, it was very extensive care. If we could look at the 
screen up there, you can see one of the patients that was treated 
by one of our volunteers. That is not simple work. That is some- 
thing that is more complex. 

If we are going to take care of these individuals, we need fully 
trained, licensed dentists to provide that level of care. So that is 
what we are talking about. We agree almost completely with every- 
thing Dr. Williard was talking about in regards to prevention. Ab- 
solutely, prevention is the foundation of all health care. We know 
that. Dentistry has done a good job with prevention. We have to 
do a good job in Alaska, and that is why we believe that there 
should be dental health aides in every Alaskan village to help pro- 
vide dental preventive services, doing services such as providing 
fluorides, sealants, cleanings, and also placing temporary restora- 
tions. 
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So we really think that is a very valuable resource and we agree 
on all of those things. In fact, when you look at our proposal, that 
is exactly what it is about. Then we add the community oral health 
care provider who coordinates all these efforts among a number of 
villages and a population base so that when the dentist comes to 
that community, villagers will have continuity of care through the 
dental health aide that is there, and dentists can be more efficient 
by providing care that is a broad spectrum of care at that time. In 
fact our program, when you look at it, uses the Anchorage Hospital 
model, and with this efficient system to provide the care, their pro- 
ductivity increased many-fold. In fact, in the last year of implemen- 
tation, their production increased over 100 percent, and over a 3- 
year period of time, over 300 percent. 

So we believe that there are four things that we have to do. First 
of all, we have to fill up our quotas of Indian Health Care dentists. 
The American Dental Association has been to Congress and we 
have supported increasing the loan forgiveness payments, which 
seems to be a big advantage for getting students out of dental 
school going into the Indian Health Service. In fact, when we met 
Dr. Grim and one of his assistants, Chris Halliday from Indian 
Health Service, he said he believed if he had loan forgiveness for 
every slot in the Indian Health Service for dental positions, he 
could fill them. So he would need the funding for that. That is one 
thing that we want to do. 

Second is prevention. I talked about that. Prevention is the foun- 
dation for dental care. 

Third, are the volunteers. We want to get the volunteers back up 
into Alaska. 

Senator Murkowski. How do we get them there? We have the 
greatest State on Earth and we cannot get professionals to come 
out to our villages. We might get them to come out and give us 1 
week or 2 weeks on either side of a fishing trip, but we need care 
and the care is not just when the fish are running. We have to fig- 
ure out a way. 

Mr. Brandjord. It is interesting you say that because our volun- 
teers went up there in the dead of winter. They were not there dur- 
ing fishing season. They understand they are not going up there on 
a vacation. They are going to work. We are putting together, and 
are now in the process right now of hiring a full-time individual at 
the American Dental Association to work with finding volunteers 
and setting up the coordination of getting these volunteers into In- 
dian villages and into Alaskan villages. We are trying to get the 
care where it is needed. 

In fact, when we were putting this together, it is interesting that 
we talked to other different health care providers who have volun- 
teer programs. The great State of Alaska is a little different than 
some other States because when we talked to the American College 
of Obstetricians and Gynecologists, they have a volunteer program 
and their members sign up to participate in these programs to go 
out specifically through the Indian Health Service. They have given 
up on going to Alaska because of the credentialing problems. They 
are different than anyplace else. 

So one thing that this Committee could do is to bring about a 
central certification process that could be used for volunteers to go 
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into these areas to help. Our volunteers that went, it has been a 
year and a half now, those that went then have to reapply and get 
recredentialed now. If they went to one village for one week and 
another village for another week, they would have to be 
recredentialed. That is inappropriate. 

Senator Murkowski. It is. 

Mr. Brandjord. When we talked to the Joint Commission on Ac- 
creditation, of Healthcare Organizations those people say we could 
work with a much simpler form where there would be temporary 
privileges less paperwork. 

Senator Murkowski. We want to work with you on that 
credentialing. 

Mr. Brandjord. We would love to work with you. 

Senator Murkowski. From what I understand, we have extended 
that offer to kind of work through some of these issues on the 
credentialing. To the best of my knowledge, you have not taken us 
up on the offer, so we would hope that we would be able to. That 
seems like one that we ought to be able to figure through. 

Mr. Brandjord. I would totally agree with you. It is interesting 
that I have a letter here from a dentist in Alaska. If I may read 
it, it is very short. It is dated May 25 : 

On or about February 11 of this year, I submitted an application to participate 
in dental project backlog. During the first week of April of this year, I was 
fingerprinted as part of the application process. It is now almost June. I understand 
there are building transition issues on your part, but what is the status and fate 
of my efforts to help alleviate the access issues in the villages? 

So yes, we have made that effort, but we are not getting a re- 
sponse on the other side. I do not know how we do that. But if 
there is some way to aid us, and when we went out there, we did 
not just go out on our own. We went with the Indian Health Serv- 
ice dentists and we worked with them. We believe that that is not 
a solution that is going to last forever, but if we can get them over 
this backlog of dental disease, we believe we can make a difference. 

Senator Murkowski. How many dentists do you think you are 
going to be able to or would have to recruit to be able to assist in 
this effort, full-time dentists? 

Mr. Brandjord. For full-time dentists, I do not know. That 
would have to be through the Indian Health Service. I am not sure. 
But last year at our House of Delegates, which has 360 members, 
on 1 day, we handed out a paper, just asking how many would vol- 
unteer for a minimum of 2 weeks to go to Alaska. We had 140 vol- 
unteers. 

Senator Murkowski. Well, I am not meaning to be the negative 
nabob here, but one of our big problems is that most of these vil- 
lages, there is no hotel. There is no bed and breakfast. You are 
there and you might sleep at the home of the community health 
practitioner or maybe in the gym. It makes it tough on people. So 
we have some issues that just make this tough. We need to know 
that we have a realistic timeframe that we are dealing with, and 
that we are dealing with enough numbers that we can actually 
make a difference. 

We need to get through this backlog, but we recognize that kids 
are born every day, and they are going to have the next generation 
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of dental problems. So this is not just something that we can get 
on top of the wave now and be clear with. 

Mr. Chairman, I am going to have to submit the rest of my ques- 
tions for the record. I really apologize because this is extremely im- 
portant. I think you can tell that I want to do something. I hear 
that you want to do something. We certainly know that from the 
Alaska perspective, those professionals who are giving so much 
every day want to make something work. 

I do not want to get in a situation where I feel it is the Dental 
Association saying this is our turf and nobody else can come onto 
it. This is not about turf This should be about the health and well- 
being of Alaska Native people. If we can put together a program 
that provides for continuity of care, that is good and safe and 
works, we have the benefits of telemedicine where you can be talk- 
ing to your real-live doctor in Boston and working on a procedure. 
We have made incredible advancements in the State with telemedi- 
cine. 

I would like to think that we can work through some of these 
issues so that we do not have dentists saying there is no other way 
except for us to come up, and as Alaskans knowing that Shauna 
here is going to be able to see a dentist two weeks out of every 
year, and hope that her toothache is during that 2-week time pe- 
riod. So work with us. 

Mr. Brandjord. We will work with you. We realize the epidemic 
of dental disease that is there. We want to do nothing more than 
help to resolve that issue. But to resolve that issue, to keep doing 
fillings and extractions will not resolve it. What will resolve it is 
to have good preventive care. We can accomplish that with the den- 
tal health aides. 

In regards to your statement about the facilities and the bed and 
breakfasts up there, yes, the bed and breakfast for every one of our 
volunteers up there was bringing their own sleeping bag and sleep- 
ing on the floor of the clinic. So yes, we are familiar with that, but 
they are still willing to go back. They are that dedicated. I think 
that is something that is hard for people to perceive. 

I thank you for your concern. 

Senator Murkowski. It is also hard for them to give more than 
2 weeks, and that is one of our biggest problems. That dedication, 
that passion is there and they will come up and they will give, and 
it is extremely generous. We do not want to denigrate that generos- 
ity, but there is a recognition that there are 50 other weeks of the 
year that are without any kind of care. So we will work on filling 
those gaps. 

Mr. Chairman, thank you very much. 

Senator Enzi. Thank you. 

Senator Isakson. 

Senator Isakson. Thank you, Mr. Chairman. 

Yesterday, I had one of those irreversible dental procedures 
known as a root canal, so I am having a tough time talking about 
this subject. [Laughter.] 

Senator Isakson. I am honored to be here and appreciate both 
your testimonies. I am sorry I was late for the other panels. 

Dr. Williard, you are a dentist and I take it you oversee a re- 
gional plan. Do you manage the dental health aides? 
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Ms. WiLLiARD. Yes; I do. 

Senator Isakson. I do not want to cut you off, but I want to get 
to the end question. 

Ms. WiLLiARD. Okay. 

Senator Isakson. And that is a full-time program for the Native 
Alaskans. 

Ms. WILLIARD. Yes. 

Senator Isakson. How many dentists and how many dental 
health aides are in that program? 

Ms. WiLLiARD. We have nine dentists in the Bethel area. We 
have two dental therapists, and we have nine primary dental 
health aides. 

Senator Isakson. Okay. Here is my question, and I did not get 
a chance to read. I take it this S. 1057 has a scope of practice com- 
ponent to it. What new scope of practice are these therapists or 
aides going to be allowed to do under this bill that they cannot do 
now? 

Dr. WiLLiARD. There is no new scope of practice that they would 
be able to do under S. 1057. What the American Dental Association 
would like to see done is to have this bill modified so that it takes 
away the rights that we have to practice as we are doing right now. 

Senator Isakson. Okay. Now, Dr. Brandjord just referred to the 
program they had recommended. They have suggested a program 
which I take it drew the line on scope of practice for the therapist 
and the aides. Is that correct? 

Dr. WILLIARD. Yes. 

Senator Isakson. You said you have nine dentists there in your 
program now? 

Ms. WILLIARD. Yes. 

Senator Isakson. Then that is not enough dentists to do the irre- 
versible dental procedures? 

Ms. WiLLiARD. We have 15 dental positions in our area, so we 
have 6 that are vacant right now. As I have said before, filling 
those vacancies does not actually provide enough treatment ability 
to meet the needs. So even if we were to get 100 percent filling of 
those positions, it still would not meet the needs that are out there. 
That would just meet the criteria that have been set by what is 
able to be funded by the IHS and by our corporation. 

Senator Isakson. One of the issues that comes up in many 
health professions in scope of practice is a shortage of trained peo- 
ple being the justification to allow a scope of practice possibly be- 
yond the training of others. Are we in that position in Alaska now 
where we in effect have people who are trying to do the best they 
can, but are not sufficiently trained to do, say, root canals, which 
I think take a lot of training after yesterday’s experience? I hope 
so. 

Dr. WiLLiARD. You are talking about the dental therapists not 
having the training to do that? 

Senator Isakson. Yes. I am saying, in Alaska are we having to 
resort to asking people, with the best of intention, to do procedures 
they are not trained for? 

Ms. WiLLiARD. No; we are not asking them to do procedures they 
are not trained for. The dental therapists that we have sent to 
training and are training further in our own facilities have a spe- 
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cific scope of practice which limits what they can do in a patient 
care setting. That limit will keep them in a practice setting that 
utilizes only what their skills are. If a patient’s care needs get be- 
yond the limits that a dental therapist has been trained to provide, 
then they are trained to recognize those limits and refer to a den- 
tist. 

The picture that you saw earlier from the ADA, definitely I agree 
with them. That is beyond the scope of practice of a dental thera- 
pist. That patient would be referred to the hub clinics for treat- 
ment. But fortunately, that is not the only kind of patient we see. 
We do have a lot of patients that need a little less than that severe 
care, and can be seen by the therapists and the procedures that 
they are capable and competent of performing. 

Senator Isakson. Okay. Dr. Williard, in the proposal that the 
ADA made, what is it that you do not like about their proposal? 

Ms. Williard. They have excluded the use of the therapists. 

Senator Isakson. Totally? Or just for these irreversible proce- 
dures? 

Ms. Williard. The therapists are distinguished by the fact that 
they can do irreversible procedures. What their suggestion would 
do for a therapist is strip them of their ability to provide those 
services. They would become basically a primary dental health 
aide, which is a health aide that we already have and who we can 
train for about a month in Bethel to provide the preventive services 
and the fiuoride treatments that they are providing already. 

So basically, it would be the equivalent of tying a dentist’s hand 
or arm behind their back and asking them to treat a patient. That 
is what their proposal would do. We do not say that their proposal 
is not okay, for lack of a better word. I think it is a good proposal 
in some settings. I think it would be fine to do that Community 
Oral Health Practitioner Program in parallel with the Dental 
Health Aide Program. Anything that people are willing to do to try 
and help provide more services to our area is a good thing as long 
as it is well thought out and supported with data. 

What I do not agree with is that the American Dental Associa- 
tion is not willing to allow that to happen at the same time as our 
Dental Health Aide Program is running. They want us to drop the 
program and then pick up this other program. That will not work. 
We have seen and looked at all of the studies that show that the 
dental therapist is a safe, quality provider. You can look at Gordon 
Trueblood from Canada who has done extensive studies on the 
quality of care provided by a dental therapist. 

In those studies, he has shown that the quality is equal, if not 
better, than a dentist in the procedures that a therapist is allowed 
to perform. A therapist does not do a whole scope of dental proce- 
dures that a dentist would do. Their training is very heavily geared 
towards teaching them what their limits are. This is very different 
from what you might learn in dental school, where you are taught 
all eight different specialties in the dental field. Nobody tells you 
that you cannot do something. 

Senator Isakson. Mr. Chairman, could I have the liberty of ask- 
ing two more questions? 

Senator Enzi. Certainly. 

Senator Isakson. I know I have gone beyond my time. 
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I have said this before, and am not taking sides here even 
though it is going to sound like I am. The dental profession, of all 
the health professions, seems to me to have done a remarkable job 
of lessening the volume of work because of what they did in pre- 
ventive health care, fluoridation of the water, and good health 
practices. You, Doctor, and the association are to be credited for 
that. 

It sounds to me like the exacerbation of the problem in Alaska 
over the last 10 years is a whole absence of that, or at least a sig- 
nificant one. Otherwise, it may be the change in eating habits, you 
referred to people fiuoridating and things like that. 

If it has been done once in the continental United States, under- 
standing there is a world of difference in Atlanta, Georgia and 
Alaska, and where Native villages might be. I know accessibility is 
a problem and everything else. I guess I ought to ask the Doctor 
a question for a minute, because I have been directing everything 
to you. 

Is your proposal designed with that goal in mind? If it is, can the 
number of trained professionals be available to meet the demand 
that exists today, and even would exist if there were some lessen- 
ing of those problems? 

Mr. Brandjord. Thank you for your question. First of all, with 
the proposal that has been made, using the community oral health 
provider, that particular program, and it has been looked at by 
these three people in education and then one who is the director 
up at the Anchorage dental facility, they estimate that using that 
particular program, 85 percent of the individuals within that vil- 
lage could be seen and taken care of in any year. Now, that is in 
the paper that has been submitted along with our written testi- 
mony. 

One other thing in regard to your comments about the scope of 
practice of individuals, part of the issue is that the expanded func- 
tion dental assistants can help do some of the reversible procedures 
and that is why they become more efficient. They will have one 
dentist per three or four auxiliaries in the Anchorage facility work- 
ing in up to three chairs at one time so that they can be more effi- 
cient and produce more care, and then deliver also more preventive 
services. 

So yes, there is an expanded scope that is there that can be done, 
and yes they can reach more people. 

If I can just add one thing. You mentioned fluoridation. There 
are fluoridation units in the villages, but they are not activated 
right now. Some of it is the CDC’s requirements for maintenance. 
From our understanding now, we have some new technology that 
CDC has and that has been implemented in the tribal villages in 
South Dakota where they have remote control of the fluoridation 
of the water system that can work. 

Senator Isakson. Well, I have abused my time. CDC is in my 
home State and if you all have any problem with them, you let me 
know because you need all the help you can get out there. 

Your daughter is beautiful. Dr. Williard. 

Ms. Williard. Thank you. 

Senator Isakson. Thank you for the time, Mr. Chairman. 

Senator Enzi. Thank you. 
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Ms. WiLLiARD. Could I make one comment about the program, 
the community oral health aide program? 

Senator Enzi. Certainly. 

Ms. WiLLlARD. Thank you, sir. 

The program, it was written by a panel of people who did include 
one of the chiefs from the Anchorage area, Tom Kovalesky. In tele- 
conferences and meetings with the authors of that proposal, and 
the dental chiefs of Alaska throughout the State, Dr. Kovalesky 
and the other officers did concede that this proposal was probably 
not as effective in the rural areas and that it would be more effec- 
tive in an urban setting. 

The situation that we find in our individual villages, having to 
fly in by airplane and being spread out with such small populations 
in some of these communities, the models that are used in that pro- 
gram do not apply. That is something that the dental directors out- 
side of Anchorage unanimously agree with. 

Senator Enzi. Thank you. 

I want to thank both of you and all of the other people that have 
testified. I apologize for the interruptions. We are still doing votes. 
Senator McCain and I have been shifting off and on here so that 
we would have somebody chairing and could continue to gather the 
information. All of this, of course, builds some testimony that will 
be used in furthering the legislation, correcting the legislation, 
drafting additional legislation. 

There will be more statements submitted by other members of 
both committees, and questions that I hope all panelists will take 
time to answer. You will not all receive questions because we will 
be searching for things that are in your area of expertise or clari- 
fications on what you said in your statement or things that you 
may have said today. 

Also, members of the panel, if you have some comments in re- 
gard to other questions that were not asked, or if you want to ex- 
pand on the comments that were made, you are perfectly able to 
do that, too. The record will remain open for another 10 days to 
complete that process. 

So I appreciate everyone who has helped out here today and the 
hearing is adjourned. 

[Whereupon, at 4:55 p.m., the committee was adjourned, to re- 
convene at the call of the Chair.] 
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Prepared Statement of Hon. Maria Cantwell, U.S. Senator from Washington 

Thank you, Mr. Chairman. I appreciate your continued leadership on these issues 
which we have been working on for a number of years. 

I’d also like to thank you for opening this hearing up to our HELP Committee 
colleagues. Their expertise in healthcare delivery, will be extremely valuable as we 
work together to improve the health and well-being of Native Americans. 

I believe reauthorizing the Indian Health Care Improvement Act will help us 
begin to close the disturbing health disparity in Indian country and allow us to ful- 
fill the United States’ obligation for Indian health. 

According to the U.S. Commission on Civil Rights, between 1998 and 2003, indus- 
try experts estimate that medical costs grew approximately 10-12 percent, while the 
IHS funding increases are less than 5 percent annually. When compared to other 
Federal health expenditures, it’s clear that IHS is grossly under funded. We have 
a responsibility to take a close look at the healthcare services we’re providing to this 
population and make sure that they’re equitable and adequate. 

This issue is particularly important to Washington State. Between 1990-2000, the 
Indian population grew almost by almost 28 percent — 7.5 percent faster than the 
rest of our population. The life expectancy for Indians living in Washington is ap- 
proximately 4 years shorter than that of the rest of the population, due to factors 
that we can impact — chronic under funding of the Indian Health Service, the lack 
of geographically available health services and the lack of trained providers that are 
available to serve the Indian population. We can address these issues for Washing- 
ton and the rest of Indian country by moving forward with the reauthorization of 
this critical legislation. 

To give you an idea of how badly this legislation needs to be updated. I’ll use the 
example of behavioral health services. The current law limits behavioral health 
services to those dealing with substance abuse. While substance abuse is a critical 
health issue, mental health disorders are not addressed. This is particularly alarm- 
ing when one looks at the suicide rate of the Indian population — 91 percent higher 
than the rest of the United States. Clearly there is a need for increased attention 
to the behavioral health needs of the Indian population. 

I’m pleased to see the increased focus on preventative health in this bill. While 
Indian country is still experiencing a shorter life expectancy than other American 
populations, the causes of death have shifted. Today the leading causes of death 
among Indian populations are chronic disease rather than infectious disease, com- 
municable diseases. The health disparities that exist among the Indian population 
are numerous and unacceptable. They have higher rates of almost every disease and 
adverse health condition: 

• Alcoholism — 777 percent higher. 

• TB — 650 percent higher. 

• Diabetes— 450 percent higher. 

• Accidents — 208 percent higher. 

(375) 
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• Pneumonia/influenza — 52 percent higher. 

• Suicide rate — 91 percent higher. 

Although the health disparities still exist in Washington and across the country, 
we have made progress. I am aware, for example, of our success in the Northwest 
in reducing the rate of Sudden Infant Death Syndrome, diabetes, HIV/AIDS, cancer 
and tobacco use through the use of health promotion and disease prevention pro- 
grams. Reauthorization would allow for the expansion of facilities construction op- 
tions, enhance tribal decisionmaking and enhance the ability to recruit, train and 
retain health professionals. 

The last time this bill was reauthorized was in 1992 and it expired in 2000. Since 
then, bills have been proposed every year to no avail. This is a very complicated 
issue, it’s a huge bill but the time has come to fully address the health needs of 
the Indian population. 

We have a legal and ethical responsibility to provide healthcare to Indians and 
this is the perfect opportunity to begin to address ways in which we can improve 
the way we do so. 

One area of great concern to me is the impact of the Medicare Prescription Drug 
Benefit implementation on Indian country. The Tribal Technical Advisory Group 
was formed to consult with the Center for Medicare & Medicaid Studies (CMS) on 
reimbursement rates and policies. Under the roll-out of the transitional assistance 
or, the drug discount card, under the Medicare Modernization Act earlier this year, 
we saw many problems in the implementation of this program. Beneficiaries were 
often confused about their choices and many didn’t know they even had a choice to 
make. Like other low-income elders across the country, low-income Indian elders 
will experience a gap in prescription drug coverage when their costs exceed the ini- 
tial $1,500 coverage limit. Most Indians will expect their HIS and Tribal Clinics to 
pay for their pharmaceuticals after they fully utilize their prescription drug cov- 
erage. However, IHS expenditures will not be counted toward the threshold to qual- 
ify for the catastrophic coverage under the drug plan. IHS will have to absorb all 
pharmacy costs for Indian elders up to the $3,600 annual limit. I am hopeful that 
in consultation with my colleagues on the Senate Finance Committee, we will re- 
solve this inequity. 

Another area of grave concern to me is the lack of attention that behavioral 
health services in our healthcare delivery system. According to the Indian Health 
Service, 13 percent of Indian deaths occur in those younger than 25 years of age — 
three times that of other populations and the U.S. Commission on Civil Rights 
points out that American Indian youth are twice as likely to commit suicide. 

Reauthorization is especially important as it provides an opportunity to address 
the need for mental health coverage within the IHS. Title VII proposes a com- 
prehensive approach for behavioral health assessment, treatment and prevention. 

Under current law, behavioral health provisions are largely limited to substance 
abuse treatment and prevention and the issue of mental health is largely 
unaddressed. 

The current Indian health bill is a product of much collaboration between tribal 
leaders, IHS officials and program personnel and it’s imperative that we look to 
these experts during this process. 

I’d also like to thank Ralph Forquera, the executive director of the Seattle Indian 
Health Board, for joining us here today. Each year, the Seattle Indian Health Board 
serves over 6,000 individual patients and provides approximately 30,000 patient en- 
counters. While the Seattle Indian Health Board has become quite skilled at provid- 
ing high quality services with limited funding, they’re currently facing a budget 
shortfall of $200,000 for clinic services. We must work to make sure that our provid- 
ers have the resources they need to provide high quality health care to the Indian 
populations all over the country and especially here in Washington. 

I’m looking forward to hearing of the Seattle Indian Health Board’s many accom- 
plishments, especially as they relate to the health needs of urban Indians. 

Once again, thank you Mr. Chairman for beginning the reauthorization of the In- 
dian Health Care Improvement Act and for holding this hearing. The time has come 
for this bill to finally be reauthorized and I look forward to working with my col- 
leagues in the Senate to make this a reality year. 


Prepared Statement of Hon. Byron L. Dorgan, U.S. Senator from North 
Dakota, Vice Chairman, Committee on Indian Affairs 

I thank Chairman McCain for his leadership. 

I thank my colleagues on the HELP Committee for joining with us in considering 
today the Indian Health Care Improvement Act Amendments of 2005. I am particu- 
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larly pleased to note that two of our colleagues from the HELP Committee Senator 
Kennedy and Senator Bingaman — have asked to be added as cosponsors of S. 1057. 

It is my earnest hope that, by working together — together as authorizing commit- 
tees, and together with the Administration and representatives of Indian country — 
the Indian Health Care Improvement Act will be reauthorized this year. 

I know our witnesses today will provide additional statistics regarding health 
needs in Indian country. We cannot, in good conscience, be satisfied with the status 
quo like this: 

• Native American youth are more than twice as likely to commit suicide; in the 
Great Plains area the likelihood is as high as lOtimes. 

• American Indians and Alaska Natives are 517 percent more likely to die from 
alcoholism. 

• 650 percent more likely to die from tuberculosis. 

• 318 percent more likely to die from diabetes. 

• 204 percent more likely to suffer accidental death. 

Over the past few months, my colleagues have heard me speak on the Senate floor 
about Indian health care in connection with amendments I have offered to the fiscal 
year 2006 budget resolution and the fiscal year 2006 Interior appropriations bill. My 
amendments proposed to provide an additional $1 billion for programs not only in 
the IHS, but also BIA, tribal colleges, water infrastructure. 

I have talked on the Senate floor about people in tribal communities who are 
hurting and in desperate need of services. Many of these people I know or have 
known, or, in the tragic case of Indian youth suicide, whose surviving family mem- 
bers I have met with. 

I know this is true, too, for Dr. Grim and the other witnesses who will testify 
today — you all see and hear and experience, every day, the very real need for the 
kinds of services and programs and facilities, the kinds of best practices, collabora- 
tions and innovations that S. 1057 would authorize for American Indian and Alaska 
Native communities. I want to thank each of you who has stuck with this reauthor- 
ization process since 1999 and earlier for your persistence and continuing vision. 

I want to say that I am particularly pleased with and supportive of the provisions 
of title VII of the Indian Health Care Improvement Act Amendments of 2005. This 
section of the bill would authorize the Secretary of Health and Human Services — 
through the Indian Health Service, the tribal health programs and the urban Indian 
organizations — to develop a comprehensive behavioral health prevention and treat- 
ment program. Such a program would emphasize collaboration among alcohol and 
substance abuse, social services and mental health programs and would benefit all 
age groups. 

Since the Committee on Indian Affairs’ hearing on June 15 on teen suicide pre- 
vention, several more youth suicides have occurred on the Standing Rock Reserva- 
tion in North and South Dakota. The services and programs for Indian youth, in 
particular, the training of paraprofessionals, the education of community leaders, 
the construction and staffing of new facilities and research that would be authorized 
by title VH will make a very real difference in the lives of men and women who 
live at Standing Rock, and all Native Americans. 

I look forward to the comments today of the Indian Health Service, the tribes and 
urban Indian organizations, and others and appreciate your help in improving this 
legislation that will provide creative and effective solutions to address the health 
needs of Indian people. 


Prepared Statement of Hon. Michael B. Enzi, U.S. Senator from Wyoming, 
Chairman, Committee on Health, Education, Labor, and Pensions 

Good afternoon. Thank you for coming to today’s joint hearing on the Indian 
Health Care Improvement Act. 

There is no greater challenge before us in the Congress than the work we must 
do to continue to improve the quality of the health care that is available to those 
living on reservations. Unfortunately, it seems that no matter how much progress 
we make, there is always more to do. Today’s hearing will enable us to chart our 
current progress and discuss what we can do to increase the services that are avail- 
able to address the physical and emotional problems that continue to plague Amer- 
ican Indians and Alaska Natives. 

When the Indian Health Care Improvement Act was first signed into law in 1976, 
it was written to address the findings of surveys and studies that indicated that the 
health status of American Indians and Alaska Natives was far below that of the 
general population. It continues to be a matter of serious concern that, as the health 
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status of most Americans continues to rise, the status of American Indians and 
Alaska Natives has not kept pace with the general population. 

Studies show that American Indians and Alaska Natives die at a higher rate than 
other Americans from alcoholism, tuberculosis, auto accidents, diabetes, homicide, 
and suicide. 

In addition, a safe and adequate water supply and waste disposal facilities, some- 
thing we all take for granted, isn’t available in 12 percent of American Indian and 
Alaska Native homes — as opposed to 1 percent of the general population. Several 
years ago, residents on the Wind River Reservation in Central Wyoming faced a 
drinking water shortage that threatened the health and safety of everybody in the 
area. Canned drinking water had to be donated to tribal members and local resi- 
dents. The lack of these basic services makes life even more harsh for these people 
and contributes to those already high rates of death. 

Coming from Wyoming, I know full well the problems we encounter in the effort 
to provide quality health care to all the people of my home State. That is why I 
have always made it one of my goals to help bring that perspective to the hearings 
and floor debates we have on the issues that affect the people of my State. 

When I was first elected to the Senate in 1996 I knew that quality of life issues 
on the reservations in Wyoming and throughout the country would continue to be 
a top priority of mine. I also knew that, in order to make life better for those living 
on the Wind River Indian Reservation specifically, and other reservations nation- 
wide, my staff and I would need to be intensely committed to taking the issues 
head-on and looking for creative ways to solve complicated problems. 

That is why I put someone on my staff who already had a great deal of experience 
with these issues and shared my commitment to act on them. His name is Scotty 
Ratliff and he served with me in the Wyoming legislature. I tasked him with the 
challenge of helping me to find solutions to the problems on our reservations that 
would be both progressive and culturally sensitive. 

Tribal leaders are already committed to making things better on their reserva- 
tions and I congratulate them on their vision and the hard work they have put into 
making it a reality. My only question continues to be, “How can I help?” In the 
years since I have been in the Senate I have made numerous trips to the Wind 
River Reservation in Wyoming and met and spoke with the residents and tribal 
leaders. We all want the same goal — a better life for those who live there. I am con- 
fident that working together we will continue to make the kind of progress we must 
make if we are going to find effective and efficient ways to address the problems 
that continue to plague those living on our reservations across the country. 

As I noted during my visits to the Wind River Reservation, their problems are 
not unique to them. To have an impact on all those who live on reservations from 
coast to coast, we will need to take a varied approach to address each of these prob- 
lems separately. Clearly, people of different ages have different problems. A multi- 
faceted approach to solving each of their problems will require a systemic, as well 
as a financial approach. 

Local, State, and national governments and agencies must work together with 
tribal leaders to focus our resources where they will do the most good. That kind 
of approach has the greatest chance of being successful. 

Earlier this year the HELP Committee held hearings on the nomination of Mi- 
chael Leavitt to serve as Secretary of Health and Human Services. I believe we are 
fortunate to have Michael Leavitt at the helm of an agency that oversees the health 
care needs of the people of reservations all across the country. I am also pleased 
Dr. Charles Grim is here with us today. Dr. Grim has an important job to do as 
the Director of Indian Health Services and he knows firsthand the level of dedica- 
tion it will take to steadily improve health care for all American Indians. Dr. Grim 
has an unmatched understanding of the needs of Native Americans that you can’t 
get from reading reports and memos from people out in the field. I have every con- 
fidence in his willingness and his ability to be an important part of the solution to 
the health care needs of those on our reservations and beyond. 

Again — the good news is — we’re making progress. As we do, we continue to find 
so much more that needs to be done. How do we best provide the assistance that 
is needed effectively and efficiently? That is the challenge that lies before us. 

As we begin to hear from our witnesses, I would like to acknowledge and thank 
them all for their willingness to share their experiences with us so that we might 
craft a more effective bill to address the health care needs of our American Indian 
and Alaskan Native population. 

I would also like to welcome Richard Brannan, the chairman of the Northern 
Arapaho Business Council of Fort Washakie, WY. No one knows better than he does 
the problems faced by those living on reservations and by those who rely on the In- 
dian Health Service for their healthcare needs. No one understands better than he 
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does the necessity of making progress in addressing the health disparities experi- 
enced by American Indians. Most important of all, no one is more committed than 
he is to making a difference in the lives of all those who live on the reservation. 

I know he has an important message to share with us based on his experience 
and background with all those who live on the Wind River Reservation. I look for- 
ward to his comments and those of our entire list of witnesses. Each of you has a 
perspective and a point of view to share that only you can provide. I look forward 
to hearing a summary of your prepared remarks so we can address the underlying 
issues during our question and answer session. 


Prepared Statement of Hon. Daniel K. Inouye, U.S. Senator from Hawaii 

Thank you Mr. Chairman. I commend the committees for holding this hearing 
today. 

The status of Indian Health Care has significantly improved over the years and 
Indian mortality rates have declined. However when compared to the United States 
general population Indians have a higher likelihood of dying from diseases such as 
alcoholism [770 percent], tuberculosis [650 percent], AND DIABETES [420 percent]. 
Life expectancy is also 5 years less than the general population. Preventive health 
services are needed more than ever as is increased funding for those programs and 
services. 

In 1976 the Indian Health Care Improvement Act was enacted into law for the 
specific purpose of increasing the health status of native peoples. Since then bills 
were introduced in the 106tK, 107th, 108th, and 109th congresses. Although these 
efforts were disappointing, I commend Congress for continuing to work on these cru- 
cial issues. 

This bill is critical to Indian country. It authorizes behavioral programs, provides 
alternatives for rural dental care, and authorizes the Indian Health Service to pro- 
vide long-term care, are among the many positive changes that I have seen in this 
bill. I believe it is congress’ obligation to ensure that Native Americans have full 
and timely access to health care. 

There is some language in the bill that I am concerned about because it may be 
detrimental to tribal sovereignty. However I will continue to work closely with my 
colleagues. 

I commend my colleagues Senators Dorgan and McCain for drafting this legisla- 
tion. Once again, thank you for holding this hearing. 


Prepared Statement of Hon. Edward M. Kennedy, U.S. Senator from 

Massachusetts 

I commend Senator McCain, and Senator Enzi for convening this joint hearing on 
the Indian Health Care Improvement Reauthorization Act. The Nation has a legal 
and moral commitment to provide Native Americans — the Nation’s first Ameri- 
cans — with the best possible health care, and I’m pleased to be a cosponsor of this 
important bill. 

From the earliest days of colonization that brought infectious diseases to Native 
Americans, to the 18th century military conflicts that sought to destroy Native peo- 
ples, to the 19th century treaties that sought to confiscate Native lands, to the 20th 
century boarding schools that sought to undermine, tribal culture and language, the 
history of Native America has often been a shameful part of the history of America. 

The Federal Government has long promised better health care to Native Ameri- 
cans in exchange for land. Since at least 1926, the Government has been looking 
into the adequacy of such health care, but sadly, many of the inadequacies identified 
in the 1920’s still exist today. 

Decade after decade, Congress refused to give tribes the resources to develop and 
operate their own communities. Too often, it was said that Indian peoples did not 
have the expertise to invest such resources wisely to conduct their own govern- 
ments, operate their own businesses, educate their children, or provide health care 
to their people. For generations, this reactionary national mentality poisoned the re- 
lationships between tribes and the Federal, State, and local governments. 

Native Americans are eager to improve the health status of their people. They de- 
serve control of their own destiny, but they require Congressional action to make 
their vision a reality, and it is time for us to honor the commitments we made long 
ago. 

Chronic underfunding of American Indian and Alaska Native health care by the 
Federal Government has weakened the capacity of the Indian Health Service, tribal 
governments, and the urban Indian health delivery system to meet the health care 
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needs of the American Indian and Alaskan Native population. The Indian Health 
Service per capita expenditures for American Indians and Alaskan Natives are one- 
half of what is spent for Medicaid beneficiaries, one- third of that spent by the Vet- 
erans Administration, and one-half of what the Federal Government spends on Fed- 
eral prisoners’ health care. 

As a result of inadequate funding, American Indians endure health conditions 
most Americans would not tolerate. 

Native Americans are 8 times more likely to die from alcoholism, 7 times more 
likely to die from tuberculosis, 5 times more likely to die from diabetes, and 50 per- 
cent more likely to die from pneumonia or influenza than the rest of the United 
States, including white and minority populations. 

Native American infants die at a rate 2V2 times greater than the rate for white 
infants. 

Native Americans are at a higher risk for mental health disorders than other ra- 
cial and ethnic groups in the United States. 

Their cardiovascular disease rate is twice that of the general population. 

Their life expectancy is 71 years — nearly 5 years less than the rest of the popu- 
lation. 

These statistics represent real people who deserve more from the U.S. Govern- 
ment. 

The Indian Health Care Improvement Act has been amended many times, but it 
was only extended through 2001. It is long past time to reauthorize this act. 

Congress has been working to do so for the past 5 years. The current legislation 
reflects years of consultation with the Tribal National Steering Committee and 
holds great promise for improving the lives of Native Americans through com- 
prehensive public health efforts. Despite widespread support, the bill has not been 
brought to the Senate floor for a vote. 

A better future is well within our grasp. We have a unique opportunity to make 
much more rapid progress on the long journey toward respect for our First Ameri- 
cans. We must bring the Indian Health Care Improvement Reauthorization Act to 
the floor. We must pass this legislation. Until every American Indian and Alaskan 
Native receives first class health care, we will never give up the fight. I look forward 
to this hearing and to the testimony of each of the witnesses. 


Prepared Statement of Hon. John McCain, U.S. Senator from Arizona, 
Chairman, Committee on Indian Affairs 

Good afternoon. The bill before us today, S. 1057, is the latest iteration of the re- 
authorization of Indian Health Care Improvement Act that has lingered in the Sen- 
ate for many years. And while there was much debate about the measure at the 
end of the last Congress, the need to improve the provision of health care services 
for Native Americans is undebatable. I am very heartened that our colleagues from 
the HELP Committee under the leadership of Chairman Enzi and Ranking Member 
Kennedy have so actively engaged in advancing the legislative process. I appreciate 
not only their support, but the expertise and insight that the HELP Committee 
brings to the effort. 

Nearly 30 years ago. Congress enacted the Indian Health Care Improvement Act 
to meet the fundamental trust obligation of the United States in providing com- 
prehensive health care to American Indians and Alaska Natives. It was last reau- 
thorized in 1992 — 13 years ago. 

This act is the statutory framework for the Indian health system and covers just 
about every aspect of Indian healthcare. S. 1057 builds on that framework by pro- 
viding significant advancements in health care delivery and by promoting local deci- 
sionmaking, tribal self-determination and cooperation with the Indian Health Serv- 
ice. 

Those critical improvements include increased access to care, especially for Indian 
children and low-income Indians, programs designed to recruit and retain 
healthcare professionals on Indian reservations, and alternative financing for 
healthcare facilities and other services. 

Reauthorization of this Act is a high legislative priority. It has been 6 years in 
the making — far too long for the much needed improvements. Substantial work was 
completed last year and we have but a few remaining issues that I hope we can 
resolve quickly so that the bill can be enacted soon. I welcome the witnesses and 
look forward to the testimony. 
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Prepared Statement of Hon. Patty Murray, U.S. Senator from Washington 

Thank you Mr. Chairman. 

I want to thank Chairman Enzi for holding this joint hearing. I’m happy that my 
colleagues on the HELP committee have this opportunity to learn more about the 
crisis facing tribal communities today and why this bill is so critically important. 

Mr. Chairman, I believe improving the quality and access of health care in tribal 
communities is one of the Federal Government’s greatest treaty obligations. But 
when it comes to providing that care 

• the Federal Government has fallen short of its moral and legal obligation. 

Chairman Enzi, I’d ask for your commitment to continue to work together on this 
important issue so that we can help the Committee Indian Affairs move this bill 
forward. 

I know you have some concerns about the bill and I’d like to work with you to 
address them. As you may know, this legislation has been through an exhaustive 
review by tribal leaders and health professionals, the Committee on Indian Affairs 
and the Administration. 

And in light of two reports by the U.S. Commission on Civil Rights documenting 
the health care disparities facing Native Americans living on reservations and in 
urban areas it is time for the Congress to reauthorize this law. 

Finally, I’d like to join with my colleagues in welcoming Ralph Forquera to the 
committee. Ralph is a national leader on issues affecting Native Americans living 
in urban areas and I’m pleased to see he’s here today representing the Seattle In- 
dian Health Board. 

Thank you. 


Prepared Statement of Mark Kelso, DDS, Norton Sound Dental Director 

Nome, AK 

As a dentist with 19 years of direct patient care experience in Western Alaska, 
I believe that I can speak with great credibility regarding the dental needs of the 
indigenous people of the region. I have observed the cycle of destructive dental dis- 
ease repeated from one generation to the next. The current method of itinerating 
dentists to rural communities for several weeks annually does little to elevate the 
public’s aptitude toward the importance of good oral health. The dentists’ role is 
viewed as one of simply alleviating pain and infection or repairing decayed teeth. 
While this service is important, it ultimately shifts the burden of one’s own respon- 
sibility in the maintenance of their oral health to that of the provider. 

The dentists being of different ethnicity and cultural upbringing are not easily 
viewed as a role model for children and young adults to emulate. The dentists’ short 
duration in the village also hampers their ability to bring about long-term patient 
motivation. Patients respect the dentists’ advice while they are there, but their en- 
thusiasm to better clean their teeth and limit the intake of sugary foods soon fades 
upon the dentists’ departure. Established poor dental habits re-emerge. 

A dental chart review demonstrates that patients receive the care that is war- 
ranted. An ongoing trend of preschool children being afflicted with rampant dental 
decay in the baby teeth and subsequent restoration of these teeth either by multiple 
sedation appointments locally or by operating room procedures in Anchorage is a 
frequent occurrence. The erupting adult teeth are cleaned, sealed, and fluoridated 
but ultimately succumb to the rigors of poor diet and hygiene. The teeth usually re- 
ceive several fillings of increasing complexity. In too many cases, the teeth reach 
a diseased state in which extraction of all of the teeth is the only viable treatment. 
Full dentures are fabricated. An analysis of the cost and effort to provide all of these 
services with the end result of being an edentulous teenager or young adult is sober- 
ing. Thousands of dollars per patient in both dental and hospital services along with 
associated travel were expended. 

A change in public perception regarding the importance of good oral health is 
needed. Native American dental providers are key in this process. Dental Thera- 
pists, residing and working in villages of a high oral disease rate, will be a constant 
dental presence in those communities. They will have the luxury to examine and 
treat patients more than once a year. More time can be spent on improving patients’ 
oral hygiene index. Weekly fluoride rinse programs in the school will be an impor- 
tant job duty. But to gain the respect of the communities, the Dental Therapists 
must be known as the primary dental health care providers. They will obtain this 
status by alleviating existing need. The Dental Therapists must be able to perform 
routine fillings, treat infected nerves in children’s teeth, and extract painful, hope- 
less teeth. The dentists will still itinerate through the villages to perform more com- 
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plex treatment, eventually providing higher level services such as root canal comple- 
tions, permanent crowns and bridges, denture fabrications, and orthodontic assess- 
ments not currently available in these remote locations. As the level of dental care 
increased in the hub-clinic in Nome, the dental expectation of the community did 
too. A decrease in basic dental disease followed. Such a model could be extended 
to the villages through the use of Dental Therapists. 

Another important aspect is the influence that the Dental Therapists will have 
on the school-age children and young adults. A criterion for the selection of all of 
the Dental Therapists in the Norton Sound region was that they all possess nice 
teeth, value a healthy smile, and practice good oral habits in their daily lives. Many 
junior and senior high school girls in the villages, the future mothers of the next 
generation, desire to look their best like most American girls. They may wear trendy 
clothes, style their hair, and apply cosmetics, but the deteriorated condition of their 
teeth negates these other measures. The Dental Therapists will frequently reinforce 
the need to alter dietary choices and practice daily oral hygiene to improve this seg- 
ment of the population’s oral health. Through the Dental Therapists own actions, 
they can inspire the youth that it is important and “cool” to have good teeth. It will 
not be socially acceptable any longer to brandish a smile of decay -riddled teeth or 
missing teeth altogether. Usually the children’s teeth mirror those of the mother, 
either good or bad. This will be an excellent opportunity to stop the generational 
cycle of rampant tooth decay and premature tooth, loss. The Dental Therapists will 
be an ever-present, walking advertisement to the importance of good oral health. 

I urge the Senate Committees on Indian Affairs and Health, Education, Labor, 
and Pensions to support S. 1057 as it is written. The ability of the Dental Thera- 
pists to perform the procedures of fillings, dental pulp treatments, and basic extrac- 
tions is crucial to their success. The Dental Therapists’ potential to bring about posi- 
tive long-term change is greater than that of any number of itinerant dentists, ei- 
ther compensated or volunteer. 


Prepared Statement of Tom Kovaleski, DDS, Director, Southcentral 
Foundation, [SCF] Dental Program 

Thank you for the opportunity to submit testimony to the SCIA and HELP Com- 
mittee regarding the practice of DHATs and section 121 of S. 1057, the Indian 
Health Care Improvement Act Amendments of 2005. Please include my testimony 
in the record of the July 14, 2005 hearing regarding S. 1057. 

I was honored to be one of the four authors of the paper, “Integrated Dental 
Health Program for Alaska Native Populations.” Since the first draft was released, 
I have been in regular discussion with tribal dental health program directors in 
Alaska. I have stated to them repeatedly that in my view the COHP model should 
be viewed by them, by the ADA, and by Congress, not as a substitute for DHATs, 
but rather as a tool for achieving additional efficiencies and improvements. In my 
view, there is a place for implementation of COHP and DHATs as part of an inte- 
grated dental health program. 

I do not endorse the conclusion of the ADA that COHP can substitute for DHATs 
in resolving the crisis regarding access to dental services among Alaska Natives. I 
would recommend both programs be implemented as pilot programs with the results 
evaluated closely. While I think both SCF’s efficiency expertise and the full imple- 
mentation of a COHP model may help the crisis, there is still a pressing need for 
additional practitioners that expanded function dental hygienists and DHATs could 
help fill. Throughout the development of the DHAT standards ultimately adopted 
by the Community Health Aide Program Certification Board, I actively participated 
with other dental providers in reviewing the Standards and the research base for 
mid-level dental practice and shared my concerns around the training and quality 
assurance components. I believe that DHATs have the potential to be high quality 
providers with proper training and quality assurance. 

As a practicing, licensed dentist responsible for a large program serving both an 
underserved urban and rural populations, I do not believe the dental community can 
afford to reject any responsible approach to expanding access to dental services. I 
believe dental assistant training, increased capacity, expanded function hygienists, 
COHP, and DHATs, provide such a responsible options for reducing the backlog of 
dental disease in Alaska. 

I urge Congress to not make changes in the authority of the community health 
aide program pursuant to section 121 of the Indian Health Care Improvement Act 
under which DHATs are certified so that we can evaluate their impact along with 
other strategies. 
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If I can offer additional information that will help you in your deliberations, 
please let me know. 


Indian Health Care Improvement Act: Questions for the Record 
(Senator Hatch) 

July 15, 2005 


Panel I 

Questions for Ms. Rachel Joseph 
National Steering Committee 

Chairperson, Lone-Pine Paiute Shoshone Reservation 

No. 1. Title VH would authorize a comprehensive behavioral health program, re- 
flecting tribal values and collaboration among various substance abuse, social serv- 
ice, and mental health programs. You spoke of the need to have a “systems of care” 
approach to mental health in addition to this comprehensive package. Can you tell 
me specifically what this “systems of care” approach would add to the comprehen- 
sive program already outlined in title VH? 

No. 2. The National Steering Committee has a long history with this legislation. 
Can you tell us what the major stumbling blocks have been to passing this bill in 
the past, and how this bill has addressed these issues? 

Panel II 

Questions for Mr. Don Kashevaroff 

Alaska Native Health Tribal Consortium and Tribal Self- 
Governance Advisory Committee 

No. 1. What, specifically, are the concerns on the part of the Administration with 
negotiated rulemaking and how does this bill address those concerns? Why is nego- 
tiated rulemaking of particular importance to tribes? 

Questions for Mr. Richard Brannan, 

Chairman, Northern Arapaho Tribe 

No. 1. In your testimony, you stated that the Arapaho Tribe has a high dispropor- 
tionate number of diabetics — would you please describe the current state of the dial- 
ysis program available to the Arapaho Tribe? 

No. 2. Regarding the issue of care for the elderly, you mentioned that most 
Arapho elderly, choose to remain in their own homes — do you believe that they 
would still remain in their own homes if better facilities were available to them? 

No. 3. I understand that family and domestic violence remains a large problem 
facing the American Indian population, and that expansion of related services is 
vital to combating that problem. What services are currently provided on the Wind 
River Reservation with regard to family and domestic violence; and what services 
do you suggest be added to enhance the current program? 

Questions for Mr. Ralph Forquera, 

Executive Director, Seattle Indian Health Board; 
and Director, Urban Indian Health Institute 

No. 1. I am concerned by your statement about the lack of available data needed 
to address the growing health crisis among urban Indians — it appears that this cri- 
sis may be much larger than we are even capable of gauging. What are the main 
reasons it is so difficult to collect data of urban Indians; and, do you have sugges- 
tions of what Congress can do to improve the data collection process? 

No. 2. Do you consider the trend toward urbanization to be increasing? 

No. 3. With regard to the Federal Tort Claim Act, you stated that inclusion could 
save considerable expense for programs that are now purchasing private liability in- 
surance to support their work ? can you provide a hypothetical estimate of those 
savings? 

Panel III 

Questions for Dr. Mary Williard, D.D.S. 

Yukon-Kuskokwim Health Corporation, AK 

No. 1. You support the current program which permits Dental Health Aide Thera- 
pists (DHAT) to perform various procedures on patients in remote areas. The Amer- 
ican Dental Association has concerns with three of these procedures (extracting 
teeth, drilling cavities, and pulpotomies). What programs are currently in operation 
that are similar to the DHAT program? Do participants in these programs perform 
these controversial procedures? Can you provide us information on these programs: 
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where they are, how long they have been in operation, what studies have been done 
assessing their safety and effectiveness, particularly with regard to these three pro- 
cedures? 

No. 2. You mention that the dental therapists will work under the supervision 
of a dentist. Who are these dentists and how can they supervise dental therapists 
who are in remote villages? What “back-up” exists if a procedure runs into unex- 
pected complications? 
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Executive Summary 


The American Dental Association (ADA) has been concerned about access for 
underserved populations for many years and has been working on the development of 
models to respond to various access challenges. Since October 2003, when the ADA 
established a task force to explore the options available for delivering high quality oral 
health care services to Alaska Natives in the approximately 200 rural villages in Alaska, 
the Association has attempted to work to find solutions that would be acceptable to all 
stakeholders. At a November 15, 2004 meeting with tribal leaders the ADA and Alaska 
Dental Society (ADS) extended an invitation to work together to address the access 
backlog issue. This was followed-up with a letter from the ADA and ADS presidents to 
all tribal health directors. 

The response to our backlog initiative was at first encouraging, but unfortunately, it 
appeared that villages that had voiced some initial interest in the program decided not to 
pursue it. One of the reasons given for that was the difficulty in credentialing dentists to 
come to Alaska. The ADA approached the Joint Commission on Accreditation of 
Healthcare Organizations (JCAHO) in an effort to seek a solution to the credentialing 
paperwork binden. The ADA also established a new full time position within the 
Association for an employee who would help coordinate the placement of dentists in 
Indian Health Service (IHS) and tribal programs. 

Contrary to some misconceptions, the tribes, the IHS and the ADA all agree on most 
issues affecting the Dental Health Aide Program— including the concept that expanding 
the Community Health Aide Program (CHAP) to include dental health aides who can 
provide education and preventive services is a reasonable response to address the needs 
of Native Alaskans in rural villages. 

The one concept that the dental community unequivocally opposes is allowing non- 
dentists, including Dental Health Aide Therapists (DHATs), who are inadequately trained 
and unlicensed, to perform irreversible surgical procedures-such as extracting teeth, 
drilling cavities or performing pulpotomies (which are similar to root canals), because 
doing so would risk patients’ safety and health. The Alaska Board of Dental Examiners 
agrees with the dental community. The Board, in response to a unanimous vote, stated in 
a February 7, 2005 letter to the Alaska Attorney General that DHATs are practicing 
dentistry illegally. 

Providing dental services to Alaska Natives in remote villages is complicated by many 
factors and the failure to properly diagnose and to take appropriate and timely actions in 
the event of complications has real life consequences. For example, many adult patients 
have other diseases — diabetes, heart problems, etc.— which add to the complexity and 
make treatment more dependent on comprehensive training. Also, it is not possible to 
predict the more routine, “simple” extractions fi-om the complicated procedures before 
the process begins. The dental community’s concern is that DHATs’ training is not 
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adequate to help them recognize cases such as these — cases in which failure to do so 
could put the patient at great risk. 

While the ADA recognizes that in any given procedure things can go wrong for either a 
dentist or a therapist, the difference is that a dentist can draw upon a more extensive set 
of knowledge, skills, and abilities to problem solve and apply a more advanced level of 
skills as needed. This disparity in potential problem solving and level of skills is 
understandable given the fact that dentists typically undergo four years of training in 
dental school after completing their undergraduate work (generally totaling 8 years of 
higher education), while DHATs are provided training only over a 2 year period after 
graduating from high school. To underscore the educational gap between the foreign- 
trained DHAT and other members of the dental team, it is important to note that the entry 
point for a dental hygienist, who caimot perform the irreversible procedures the DHAT 
may be permitted to do, is a minimum of two-years of post-secondary education. Also, 
unlike DHATs, both dentists and dental hygienists are licensed and must undergo 
independent verification of their competency by a state board, including passing a clinical 
examination. 

The ADA believes that it is a false choice that Native Alaskans will have either no care or 
care provided by DHATs. 

The ADA has suggested that it would be preferable to put a dental health aide in every 
village to provide oral health prevention and education, establish a coordinator position to 
work with the tribes to bring more dentists to the villages, and reduce the credentialing 
paperwork redundancy. 

In addition, the ADA believes there is a better alternative program — an Alaska-based 
solution for an Alaska access problem. Four dental experts, including the current dental 
director of the Alaska Native Medical Center in Anchorage, Alaska, recommended that 
the best way to deliver care to the Alaska Natives is to make the current delivery system 
more efficient by using more dental assistants and providing more dental chairs for each 
dentist. Also, as part of that program, the experts recommended the development of a 
new Community-based Oral Health Provider (COHP). COHPs, hke DHATs, would be 
mid-level providers, but they would have an expanded management role (in addition to 
an expanded clinical role), which will significantly enhance the efficiency of the current 
delivery system. COHPs, who could be trained in Alaska in about 12 to 18 months, 
would coordinate care, provide preventive services and help with oral health education 
and nutrition so that when dentists are in the village clinics, they are much more 
productive and efficient. The ADA believes this promising model, many aspects of 
which have already proven to be successful in the Southcentral Foundation program, is q 
better solution for Alaska tribal programs. A paper on this model has been given to staff. 

Finally, the ADA supports language passed last year in the House Resources Committee 
in H.R. 2440, and which we understand will be reintroduced this year, which supports the 
dental health aide program but prohibits non-dentists from performing irreversible 
procedures on patients. 
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My name is Robert Brandjord. I am president-elect of the American Dental Association 
(ADA) and a practicing oral surgeon from Minnesota. Thank you for providing the 
Association with the opportunity to comment on S. 1057, the Indian Health Care 
Improvement Act. 

I am here to express the ADA’s strong support for using dental health aides and other 
innovations in dental care delivery to help reduce the disproportionate burden of dental 
disease that many Alaska Natives suffer from today. At the same time, I am here to state 
the ADA’s unequivocal opposition to experimenting on Alaska Natives by allowing non- 
dentists to perform irreversible dental surgical procedures. 

The 152,000 members of the ADA, representing over 72 percent of the profession, 
believe strongly that all Americans deserve access to dental care. We are committed to 
working with all stakeholders to find short- and long-term solutions to providing that 
care, especially to low-income and geographically isolated populations for whom access 
to dentists is difficult and who, consequently, suffer a disproportionate degree and 
severity of dental disease. 

Since October 2003, when the ADA established a task force to explore the options 
available for delivering high quality oral health care services to Alaska Natives in the 
approximately 200 rural villages in Alaska, the Association has attempted to work with ' 
the Indian Health Service (IHS), the Alaska Native Tribal Health Consortium (ANTHC), 
and the Alaska Dental Society (ADS) to try to find solutions acceptable to all. 
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The task force traveled to Alaska in March 2004 and rhet with IHS and tribal 
representatives, ADS leadership and Alaska dentists. Some members of the task force 
conducted a site visit of Hooper Bay (population about 1,200) and Chevak (about 250 
people), villages within the Yukon-Kuskokwim Health Corporation (YKHC). In addition, 
six members of the ADA’s Council on Government Affairs (CGA) spent a week in 
various Alaska villages providing pro boho dental services as guests of the EHS and the 
respective tribal health programs. The council members submitted reports to the task 
force. 

All six council dentists (and, subsequently, the task force) agreed that a dental health aide 
(i.e. a Primary Dental Health Aide I or 11) in every village to provide education and 
prevention would be of great value. Some additional observations by the six dentists; the 
homes in the villages do not have running water and the water is of such poor quality that 
soft drinks are the beverage of choice; candy and sugar drinks are ingested throughout the 
day and are readily available in the village store; smokeless tobacco is used by children; 
despite significant need for care, the adult population does not generally demand care 
until there is pain; the majority of dental procedures on adults are emergency based 
(extractions) with no recall program; and tooth decay is rampant and often visible on 
children’s teeth. 

The six ADA dentists, all experienced practitioners, agreed that the circumstances imder 
which they had to function in the villages created significant challenges and required the 
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application of all of their skills and abilities to assure that good quality dentistry was 
delivered. Those conclusions were consistent with the IHS practice (as told to ADA 
personnel attending IHS site visits over the years) of not sending inexperienced dentists 
to remote locations to provide dental services because they might face circumstances that 
they were not prepared to properly handle. 

The ADA has undertaken several initiatives (described below) to try to alleviate the 
access problems in Alaska and stands ready to work with the IHS and tribal programs to 
make these efforts more effective. The Association believes that the real solution lies in 
an enhanced delivery system that makes the current system more efBcient. To this end, 
the Association is open to the development of a new community-based allied provider 
which protects patient safety. As described in greater detail below, we can offer one 
approach— the Community-based Oral Health Provider model (COHP)— that appears to 
meet these goals and was specifically designed with input from Alaskans, using people 
trained in Alaska, to address the needs of the Alaska Native population. 

In addition to the March 2004 visit, a portion of the task force traveled to Anchorage and 
met with tribal leaders on two other occasions. At a November 1 5, 2004 meeting the 
ADA and ADS extended an invitation to work together to address the access backlog 
issues. This effort was followed-up with a letter from the presidents of the ADA and 
ADS to all tribal health directors, asking them to work with the ADA md ADS to bring 
dentists to villages in a manner that works for all. 
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Unfortunately, the approximately 140 ADA member dentists who expressed an interest in 
volunteering to serve Alaska Native patients in two- to three- week trips were rebuffed. 
The Norton Sound Health Corporation requested a single dentist to serve for several 
months. A second request, from Metlakatla, sought one full time and oiie part-time 
dentist. As we made clear when we attempted to launch this operation, the ADA 
volunteers’ responsibilities to their own patients precluded their serving for periods 
longer than two or three weeks. Even within these limits, their sheer numbers could 
have had a significant impact on the people most in need of care. For example, the six 
ADA dentists who volunteered in the winter of 2004 provided services valued at 
approximately $20,000 each in a single week. Five of those dentists said they were ready 
to return this year, and yet no corporation told us that they wanted any volunteers. 

One of the obstacles to more efficiently bringing dentists (and other health care 
professionals) to the villages is the need to submit voluminous credentialing paperwork to 
each facility. This requirement applies to all providers, including those hired by the IHS 
and tribal programs, as well as private practitioners who want to provide care in the 
remote villages. Even movement from one village to another requires that a practitioner 
imdergo a separate credentials review. (Indeed, we were told by an IHS official that this 
was the case when the IHS tried to bring psychiatrists, psychologists and other mental 
health care providers to Red Lake during last year’s tragic events there.) The ADA also 
spoke with officials of the American College of Obstetricians and Gynecologists 
(ACOG). ACOG currently provides volunteer physicians for many facilities in various 
states that serve the American Indian population; ACOG reports it experiences significant 
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difficulties in credentialing and licensing, and has stopped sending doctors to Alaska and 
some other locations as a result. 

The ADA believes this redundancy results in a very confusing, excessive, and potentially 
inconsistent credentialing system that serves as a disincentive to health care professionals 
who want to provide care to this underserved population. It also makes the EHS and tribal 
programs less efficient and more costly to operate. While some view these credentialing 
barriers as a reason to throw up their hands and discount any plan that uses volunteers to 
treat the backlog of dental disease in tribal villages, the ADA prefers to fight for changes 
in a bureaucracy that keeps willing providers from patients in need. 

In an effort to explore a means of alleviating the paperwork redundancy, the ADA 
contacted the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) 
with concerns that dentists who want to provide care to Alaska Natives are being 
unnecessarily impeded from doing so because of the lack of a uniform credentialing and 
privileging process. Any effort to develop a uniform credentialing process would not 
only help the ADA in our efforts to establish a program in Alaska and the tower 48 states, 
but would also help other organizations as they establish thefr own programs to provide 
care to underserved Americans. 

For years, as the founding member of the “Friends of the Indian Health Service” the ADA 
has worked as an aggressive advocate for increased federal funding to ensure the IHS and 
tribal programs have the resources they need to deliver oral health care services to the 
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American Indian/Alaska Native (AI/AN) population. In recent months, the Association 
recognized it needed to do more to acquire the expertise needed to assist in the placement 
of dentists in MS and tribal programs. So, the ADA established a new position within the 
Association - “Manager, American Indian/Alaska Native Dental Placement.” We are 
currently recruiting for this position. The person filling this position will work with the 
ADS and Alaska tribes to coordinate and enhance the outreach program to get more 
dentists to provide oral health care in Native villages. In addition, this person will also 
develop a plan for a program to do outreach with tribes in the lower 48. The Association 
recognizes that such an effort requires a full time person who can ultimately work with the 
MS and tribal programs throughout the country to help address the considerable access 
problems facing AFAN populations in many parts of our country. The ADA is pursuing its 
commitment; to be effective, this program will need the good faith cooperation of the MS 
and tribal leaders. 

Contrary to some misconceptions, the ADA, the Alaska tribal leadership and MS agree on 
many issues, including 

• The extent and severity of oral diseases among Alaska Native children is 
exceptionally high. 

• Access to the approximately 200 villages in rural Alaska is very difficult. 

• The conditions that contribute to oral disease go beyond the delivery of oral 
health care services - and require behavioral changes and improved living 
conditions. 
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• An excellent means of helping to break the cycle of dental disease and provide 
culturally competent care is to train an individual from each village to provide 
dental education and prevention. 

• More AI/ANs must be brought into the oral health care delivery system at all 
levels (including dentists) to provide culturally competent care. 

• The dental vacancy rates within the IHS and mnong Alaska Tribal programs must 
be addressed. 

• The expansion of the Community Health Aide Program (CHAP) to include dental 
health aides is a reasonable response to address the needs of those in the rural 
villages and, with one exception concerning DHATs performing irreversible 
surgical dental procedures, is enthusiastically supported by the ADA and ADS. 

Essentially, the parties disagree on one issue. 

The dental community, including the ADA, ADS, American Association of Oral and 
Maxillofacial Smgeons, the Academy of General Dentistry, and the American Academy 
of Pediatric Dentistry unequivocally oppose dental access solutions that would put 
patients at risk by allowing non-dentists to perform irreversible surgical procedures such 
as extracting teeth, drilling cavities or performing pulpotomies (which are similar to root 
canals). 
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Patient Safety at Risk 

The Alaska Board of Dental Examiners agrees with the dental community. The Board, in 
response to a unanimous vote, stated in a Febraary 7, 2005 letter to the Alaska Attorney 
General that DHATs are practicing dentistry illegally. The Board expressed a concern 
that the rural citizens of Alaska are being put at risk because the unlicensed DHATs will 
be performing irreversible dental procedures, such as fillings, extractions and 
pulpotomies, which are the “exclusive duties of a licensed dentist” pursuant to Alaska 
law. (See Attachment) 

The above dental organizations oppose non-dentists, including Dental Health Aide 
Therapists (DHATs) within the CHAP program, performing irreversible surgical 
procedures because doing so risks patient safety and health. Proponents of DHATs doing 
irreversible procedures cite the number of extractions and restorations (drilling teeth) 
performed by the DHATs during their training as evidence that they will be well prepared 
to perform such procedures in remote locations on both children and adults. They also 
predict that DHATs will know to limit themselves to less complicated procedures, 
leaving the more complicated extractions, for example, to dentists. 

Virtually all dentists will tell you that it is not possible to predict the more routine, 
“simple” extractions from the complicated procedures before treatment begins. Potential 
complications associated with extractions include fractures to the bones that support the 
teeth, aspiration of a tooth, prolonged bleeding or uncontrollable hemorrhaging, damage 
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to adjacent teeth and/or restorations, and expansion of an infection into the pharyngeal 
spaces. The dental community’s concern is that DHAT training is not adequate to help 
them recognize cases such as these — cases which could put the patient at great risk. 

Another area of enhanced risk is that many adult patients have other diseases — diabetes, 
heart problems — ^that make treatment more complex and dependent on comprehensive 
training. For example, the DHAT may have to assess whether there is a cardiovascular 
condition that might necessitate that a patient be pre-medicated with antibiotics to prevent 
a secondary heart infection; or assess whether a patient has hypertension and/or diabetes 
and whether those conditions are controlled. And, unfortunately, many adults within the 
Alaska Native population have one or more of these health complications. Any of the 
irreversible dental procedures cited above can lead to problems that can threaten not only 
the patients’ oral health, but also their general health. In extreme cases, infections and 
other complications from dental procedures can be life-threatening. 

High-quality dental care is much more than performing procedures — proper treatment 
planning calls for diagnostic skills beyond the scope of non-dentists’ training. As stated 
by Dr. Michael Glick in his editorial in the April 2005 edition of the Journal of the 
American Dental Association, “...acquiring the clinical skills necessary to perform 
particular tasks is not enough to become a competent professional health care provider. 

To optimize the benefit of learned and acquired clinical proficiencies, these skills need to 
be accompanied by a comprehensive theoretical backgrormd.” 
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The ADA recognizes that in any given procedure things can go wrong for either a dentist 
or a therapist. The difference is that a dentist can draw upon a more extensive set of 
knowledge, skills, and abilities to problem solve and apply a more advanced level of 
skills as needed; a DHAT cannot. 

This disparity in potential problem-solving and level of skill is understandable given the 
fact that dentists typically undergo four years of training in dental school after completing 
their imdergraduate work (generally totaling 8 years of higher education), while DHATs 
are provided only 18 months of foreign training over a 2 year period after graduating 
from high school. To underscore the educational gap between the DHAT and other 
members of the dental team, it is important to note that the entry point for a dental 
hygienist, who cannot perform the irreversible procedures the DHAT may be permitted to 
do under the CHAP program, is a minimum of two-years of post-secondary education. 
Also, unlike DHATs, both dentists and dental hygienists are licensed and must undergo 
independent verification of their competency by a state board, including passing a clinical 
examination. By contrast, DHATs are certified by the CHAP Certification Board with 
only one dentist member, who also serves as a DHAT supervisor. There is no 
independent verification of competency for DHATs. 

The following is a partial listing of the comprehensive range of biomedical and 
behavioral science education, ethics and professionalism, and clinical sciences that dental 
schools must teach to dental students in order to be accredited. According to the 
Commission on Dental Accreditation (CODA), dental school graduates are expected to 
demonstrate: 
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• Knowledge of biomedical, behavioral and clinical science of sufficient depth, 
scope, timeliness, quality and emphasis to ensure achievement of the curriculum’s 
defined competencies; 

• An in-depth understanding of basic biological principles, consisting of a core of 

information on the fundamental structures, functions and interrelationships of the 
body systems, in which the mouth and face are a critical anatomical area existing 
in a complex biological interrelationship with the entire body; / 

• A high level of understanding of the development, spread, diagnosis, treatment 
and prognosis of oral and oral-related disease; and 

• Biomedical science knowledge of sufficient depth and scope for graduates to 
apply advances in modem biology to clinical practice and to integrate new 
medical knowledge and therapies relevant to oral health care. 

GODA clinical science requirements are equally rigorous, with required competencies 
caring for pediatric, adult and geriatric patients including, but not limited to: 

• Patient assessment and diagnosis; 

• Comprehensive treatment planning; 

• Health promotion and disease prevention; 

• Informed consent; 

• Anesthesia, and pain and anxiety control; 

• Fillings, using the full range of safe and effective materials; 
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• Replacement of teeth; 

• Periodontal (gum disease) therapy; 

• Pulpal (root canal) therapy; 

• Hard and soft tissue surgery; 

• Dental emergencies, such as those resulting from blows to the face or other 
traumatic injury; 

• Malformed bite; and 

• Evaluation of the outcomes of treatment. 

In addition to this broad range of scientific knowledge and clinical skills, “Graduates 
must be competent in providing appropriate life support measures for medical 
emergencies that may be encountered in dental practice.” 

U.S. dental students are required to master all of the knowledge and skills above before 
graduation. And even after graduation, in almost all states, they must pass a 
comprehensive licensing exam, administered by an independent examiner, before they 
are entrusted with the health of a patient. 

The contrast between a dentist’s training and that of a DHAT is stark. Here is the entire 
course listing for the University of Otago (New Zealand) Diploma in Dental Therapy, a 
two year program: 
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First year: 

• General Health Science 

• Oral Health Science 

• Clinical Dentistry 
Second year: 

• Society and Health 

• Advanced Clinical Dentistry 

• Dental Therapy Practice 

The failure to properly diagnose complications and take appropriate and timely actions 
has real life consequences. According to the American Association of Oral and 
Maxillofacial Surgeons (AAOMS), potential complications from surgical and invasive 
procedures include conditions that require additional procedures, medication or other 
therapies beyond the scope of DHAT training, including: 

• Acute or chronic infection; 

• Injury to adjacent teeth, gums or bone; 

• Bone fractures in the jaw or elsewhere in the face; 

• Prolonged pain, swelling or even hemorrhage; 

• Displacement of tooth, tooth fragments or foreign objects into the airway, 
gastrointestinal tract or sinus; and 

• Breathing or heart problems. 
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AAOMS goes on to state, “We cannot envision a scenario where an irreversible 
procedure should be provided by someone who is not a dentist. A patient in need of 
irreversible dental care services should not be subjected to a lower standard of care just 
because he or she receives care in a particularly remote area of Alaska. While some may 
argue that care from a dental health aide is better than no care at all, the reality is that the 
potential for harm from an irreversible dental procedure is very real. . . . Steps should be 
set in motion so that patients seeking care for these irreversible procedures through the 
Indian Health Service receive their care from the most qualified professionals.” 

The Choice Is Not Between “No Care” and “Some Care” 

A common rationale used to support the useof DHATs to perform irreversible dental 
procedures in remote villages is that some restorative dental care is better than none. The 
ADA disagrees with this false choice of either no care or care provided by a DHAT. We 
all agree that no care is unacceptable. The choice is between licensed dentists, who 
typically undergo at least eight years of higher education, and high school graduates with 
18 months training over a 2 year period in New Zealand. 

The ADA has suggested a better alternative — putting a dental health aide in every village 
to provide oral health prevention and education, establishing an ADA coordinator 
position to work with the tribes to bring a great many more dentists to the villages, and 
reducing the credentialing paperwork redundancy. If all parties work together in good 
faith, these goals could be accomplished. 
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An Alternative Approach - An Alaskan Solution for an Alaskan Problem 


The ADA asked an independent group of experts to come together to develop some 
alternate ideas on how to improve access to the Alaska Native population and to write a 
paper. As a result, in April 2005 Drs. Howard Bailit', Amid Ismail^, Tryfon Beazoglou^ 
and Tom Kovaleski'' developed a paper titled the “Integrated Dental Health Program for 
Alaska Native Populations.” (See Attachment) 

What the authors of the paper determined is that the best way to deliver care to the 
Alaska Native population is to make the ciurent delivery system more efficient. This will 
require more dental assistants, more dental chairs per dentist, and the creation and 
introduction of a newly designed position - the Community-based Oral Health Provider 
(COHP). The model described in this paper incorporates many of the efficiencies (such 
as recognizing the need to train more dental assistants and to increase the number of 
chairs available for each dentist) that have already proven successful in the Alaska Native 
Medical Center run by Dr. Kovaleski in the Southcentral Foundation in Anchorage. In 
addition to those efficiencies, the proposed model also calls for the development of a 


' Howard L. Bailit, D.M.D., Ph.D.; Professor Emeritus & Director, Health Policy & Primary Care Research 
Center, University of Cormecticut Health Center, University of Connecticut. 

^ Amid I. Ismail, Dr.P.H., M.P.H., M.B.A., B.D.S., Director, Program in Dental Public Health, Professor, 
School of Dentistry, Professor, Epidemiology, School of Dentistry, University of Michigan. 

’ Tryfon Beazoglou, Ph.D., Professor, Health Economics, University of Connecticut Health Center, 
University of Connecticut 

■' Thomas Kovaleski, D.D.S., Dental Director Southcentral Foundation, Alaska Native Medical Center, 
Anchorage, Alaska. 
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COHP, essentially a prevention and community-based person who can provide 
preventive care, education, as well as coordination and preparatory service for the dental 
team when it travels to a village. COHPs, who could be trained at the University of 
Alaska in about 12 to 18 months, coordinate care, provide preventive services, and help 
with oral health education and nutrition so that dentists are much more productive and 
efficient in the village climes. DHATs are not envisioned in this model, as the dentist will 
perform the irreversible procedures. 

In summary, the panel recommended: 

• With a relatively modest investment in facilities and allied dental health personnel, 
the current delivery system can be greatly improved, providing significantly more 
services to the entire population. Sustainable improvement requires the prevention of 
disease and efficient delivery of therapeutic services. 

• COHPs are needed to improve the oral health of remote village residents. Led by a 
centrally-based dentist(s), COHPs should be responsible for the organization of the 
overall provision of community and personal level oral health services to clusters of 
villages. Their management role should include organizing community level health 
promotion and disease prevention programs, directing the activities of the dental 
health aides, and increasing the efficiency of visiting dentist teams to villages. Their 
clinical role should include providing oral health screenings, primary and secondary 
preventive services, gross tooth decay removal and stabilization, secondary 
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prevention of mild periodontal diseases, and under dentist supervision pain and 
infection control. 

• The ANTHC, ADA, American Dental Education Association should work 

collaboratively to develop a national model for training these new oral health care 
providers in Alaska. More generally, a major effort is needed to recruit, educate, and 
retain a local dental workforce that is committed to working with licensed dentists in 
Alaska and is culturally competent to serve the needs of this population. 

The ADA recognizes the potential usefulness of the “Integrated Dental Health Program 
for Alaska Native Populations” as a delivery system that could significantly improve oral 
health care access for Alaska Natives in the remote villages in Alaska. We know it will 
work because many of the fundamental aspects of the program have already proven 
successful in the Southcentral Foundation program. It is an Alaska-developed solution for 
an Alaska access problem and deserves to be implemented by other tribal programs 
interested in significantly improving access with a relatively modest increase in 
investment. 

Indian Health Care Improvement Act 
S. 1057 

The Association appreciates the efforts of the committee to address the concerns raised 
last year about DHATs performing irreversible dental procedures by modifying section 
121ofS. 1057 to provide for a study of the dental health aide program. However, this 
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provision continues to allow DHATs to perform irreversible dental procedures, which the 
ADA caimot support. 

As stated above, the ADA believes very strongly that patients are unnecessarily placed at 
a higher risk when non-dentists are permitted to perform irreversible procedures, such as 
extractions, the diagnosis and treatment of caries, and pulpotomies. This is especially 
true when there are other models out there, such as the alternative program using 
Community-based Oral Health Providers. Frankly, the ADA does not understand why 
IHS and tribal leaders insist on supporting a delivery system that uses minimally-trained 
and unlicensed persons (and is acceptable no where else in the United States) when an 
Alaska-designed solution that will significantly enhance the efficiency of the current 
system, which relies on the delivery of services by skilled dentists, is available. 

The ADA continues to support the approach taken in last year’s House Resources 
Committee’s version of section 121 of the Indian Health Care Improvement Act, H.R. 
2440, which prohibited non-dentists from performing irreversible dental procedures. It is 
our understanding that this provision will be reintroduced this year and we urge the 
Senate to adopt similar language. 
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experience and in accord widt the gcncraHy xeccfgidtt^tidiicai pceoepts of ttw dental profewioiH nothing la this 
^ patage^ reqoties a person Ucensed under AS ^44^ Kceased uotkzdu* diapter. 

As you (cnmrree from the enclosed copy of an ardde &otn Anchorage's local paper, DHAT’s arc and will be pnenctog dendsiry 
without a license by perfannn^ ''ba^ dental practices" and returaing to Abrica to "hang a shmgle.'' Wc have been adNdsed that they 
will also be doing fillings, polpotomles (root canals on baby teeth), and tooth exmctxoiis. These are all invasive and lacversibie 
destel procediuTs and according to Statute, toe excltujye (hdles of a liceased desotist; Additicmally, toe Board has been told by - 
I>r. Na^e, tost the DHAT's will be able to provide care to anyone in the village that the village tribal elders or corporatioa officers 
authorize them to provide care We aaa only assume fimn tots toat toe DHAT’s care will not be fimited to village rmtlve nsid^ts 


?.O.Box 110806, juneau,Al«lai998ll.C806 
T-d<g»hotae; (90^ 465-2534 Eax: <I65'2974 Tott Tdephonc: (907) 465-5437 

EaiajtEccoKt^«wnactsttt«.«k4« htqK//ww'.oommctce.^^^ 
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Executive Summary 

During recent discussions of proposed changes in the dental care system 
for Alaska Natives, the American Dental Association (ADA) asked a group of 
dental care experts to independently study and make recommendations on the 
current and proposed systems. The primary problem is that the 125,000 
members of the Alaska Native community, and especially those living in villages 
that are not accessible by roads, have a high prevalence of untreated dental 
diseases. 

Faced with an acute problem, the Alaska Native Tribal Health Consortium 
(ANTHC) developed a new delivery plan for rural villages; locally recruited dental 
health aides and therapists will live in the rural villages and provide community 
and personal level preventive and treatment services. The Panel supports this 
general plan and suggests that with modifications it could be more effective. 

The Panel offers these recommendations: 

• With a relatively modest investment in facilities and allied dental health 
personnel, the current delivery system can be greatly improved, providing 
significantly more services to the entire population. Sustainable improvement 
requires the prevention of disease and efficient delivery of therapeutic 
services. 

• Community-based oral health providers (COHPs) are needed to improve the 
oral health of remote village residents. Led by a centrally-based dentist(s), . 
COHPs should be responsible for the organization of the overall provision of 
community and personal level oral health services to clusters of villages. 

Their management role should include organizing community level health 
promotion and disease prevention programs, directing the activities of the 
dental health aides, and increasing the efficiency of visiting dentist teams to 
villages. Their clinical role should include providing oral health screenings, 
primary and secondary preventive services, gross tooth decay removal and 
stabilization (ART), secondary prevention of mild periodontal diseases, and 
under dentist supervision pain and infection control. 

• The ANTHC, ADA, American Dental Education Association should work 
collaboratively to develop a national model for training these new oral health 
care providers in Alaska. More generally, a major effort is needed to recruit, 
educate, and retain a local dental workforce that is committed to working in 
Alaska and is culturally competent to serve the needs of this population. 

A financial analysis of different optigns proposed for improving the 
efficiency of the delivery system indicates that a relatively modest addition to 
currently planned expenditures will result in major gains in the number of patients 
receiving care annually. As the system becomes more efficient, the cost per 
patient treated or service provided are expected to decrease. 
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I. Introduction 

During the past several months, the ADA, the US Indian Health Service, 
the Alaska Native Tribal Health Consortium, and others have been involved in 
discussing the proposed changes in the oral health care system for Alaska 
Natives. To obtain a wider view of the issue, the ADA asked four nationally 
recognized dental care experts to examine and make recommendations on the 
current and proposed oral health care systems. This report represents the 
group’s independent views; it has not been approved or modified by the ADA. 
The members of the ad Hoc Panel and their contact information are seen in 
Attachment A. 

The two primary data sources used in this report come from the Indian 
Health Sen/ice - the oral health of the Alaska Native populations’ and from the 
Southcentral Foundation of the Alaska Native Medical Center - dental delivery 
system organization, staffing, utilization, and expenditures. Attachment B 
presents detailed information on the Southcentral Foundation system. 
Information provided by different informants on other Alaska Tribal dental 
systems varied widely. Thus, the analyses presented in this report will probably 
have to be adjusted as more data become available on individual Tribal 
programs. 

’ll. Problem Definition 

Epidemiological studies indicate that the 125,000 members of the Alaska 
Native community have a significantly higher prevalence of untreated decay. 
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periodontal diseases and their sequelae - pain, infection, and missing teeth - than 
other US populations. In the earty half of the 20*' century, Alaska Natives had 
one of the lowest dental caries experiences in North America. The incidence and 
severity of dental caries significantly increased as traditional lifestyles and dietary 
habits changed (e.g., canned drinks). 

It appears that the current dental care system has not been able to 
effectively prevent and treat oral diseases in this population. The problems are 
especially acute for the approximately 50 percent of the population that lives in 
remote villages not accessible by roads. 

There are multiple, separately organized and managed, delivery systems 
that provide personal dental services to the population. Overall, the system 
appears adequately funded and has sufficient numbers of licensed dentist 
positions to provide care, but operates with varying levels of effectiveness. 

Some important limitations in the current system include: 1 ) many dentists are 
assigned by the Indian Health Service or are contractors and do not have a long- 
term commitment to living and practicing in Alaska; 2) there are too few allied 
dental health personnel and operatories per dentist; 3) few providers are village- 
based staff who can provide culturally competent and continuous community and 
personal level services; 4) there are insufficient local training programs to 
prepare dental residents, hygienists, dental assistants, etc. who have a long-term 
commitment to serving Alaska Native populations; and 5) the productivity and 
efficiency of the current system is variable and can be improved substantially. 

' The 1 999 Oral Health Survey of American Indian and Alaska Native Dental Patients : Findings, Regional 
Differences and National Comparisons, Indian Health Service, 2000. 
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III. Alaska Native Tribal Health Consortium (ANTHC) Plan 

Faced with an acute oral health problem, the ANTHC 
developed a new strategy to provide preventive and therapeutic services to the 
significant segment of the population residing in remote villages that are only 
accessed by plane or boat. The plan calls for the establishment of locally 
recruited dental health aides to live in the villages and provide community and 
personal level preventive Oral health services. This strategy has excellent 
potential to reduce the incidence and prevalence of disease and to provide the 
community with continuous, culturally competent care. 

Another plan feature is training locally recruited dental therapists to 
permanently reside in the villages and provide screening, pain and infection 
management services, personal preventive care, and some restorative services 
to patients under the indirect supervision of dentists. The new system is 
supported with grant funds from multiple Medical Foundations and is in the 
process of being implemented. The effectiveness of the new system will not be 
known for several years. 

In this proposal, COHPs replace therapists on the dental team. These new 
dental personnel have considerable potential, if they are integrated into an 
effective delivery system for villages. Specific recommendations for this new 
auxiliary are included in the next section of this report. 

IV. Recommendations 
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The ad Hoc Panel offers several recommendations for consideration by 
the ANTHC leadership. Inorderof priority, they include: 

1 . Improve the Effectiveness and Efficiency of the Delivery System 

Although the ANTHC plan has the potential to improve access to care and 
oral health in villages, it does not address the larger problem of the overall 
effectiveness of the dental delivery system for the entire Alaska Native 
population. In this regard, the dental care delivery system run by the different 
Tribal corporations can be greatly improved with a relatively modest investment 
in new facilities and allied dental health personnel. The basic problem faced by 
the ANTHC system is common to many safety net dental delivery systems. The 
productivity of dentists is low, because of inadequate investment in dental 
operatories, allied health personnel and financial incentive plans for personnel. A 
related issue may be the need to put more resources into the management of the 
delivery system. This includes experienced managers, training programs, 
information systems etc. Further, many operational efficiencies may be realized 
if the different Tribal corporations worked cooperatively in the management of the 
overall system. To this end, the ANTHC should consider the formation an over- 
sight organization to coordinate the management of the different T ribal dental 
care systems. In the initial phases of this effort consultants from the dental 
profession and industry should be used as needed. As seen in the financial 
analysis section, without additional dentist positions, it should be possible to 
provide care to 65 percent or more of the population, annually. 

2. Integrate Dental Health Aides and Community Oral Health Providers into 
Viilage Delivery System 
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As previously noted, the proposed system for villages developed by the 
ANTHC has many advantages. The ad Hoc Panel believes that the system 
could be made substantially more effective with some modification and 
expansion of the role of COHP and with a greater focus on the integration of the 
dental health aides and COHPs into the village delivery system. 

In terms of organizational position, the COHPs should be assigned to a 
cluster of villages to serve around 2,000 residents. COHPs should have a dental 
assistant to provide personal services efficiently and at least two dental health 
aides for the delivery of community and personnel level prevention programs. 
Two or more specific dentists should be assigned responsibility for the clinical 
management of each COHP village dental team and should visit the villages 
periodically to provide dental services. The dentists should be in frequent 
communications with their COHP and should have an on-call schedule to deal 
with emergencies. The dentists and the COHP team should be responsible for 
assuring that most village residents are screened, receive appropriate 
educational and primary and secondary preventive and treatment services 
annually. 

In terms of clinical responsibilities, COHPs and dental health aides should 
screen at least 85 percent of residents twice per year, provide primary and 
secondary preventive treatments for caries and periodontal diseases, remove 
gross tooth decay where appropriate and insert temporary filling materials or 
sealants using the Atraumatic Restorative Treatment (ART) techniques (with or 
without minor removal of caries-destroyed dental tissues using hand instruments 
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or a small round bur in a slow speed handpiece), treat mild periodontal diseases 
by prophylaxes and scalings, and manage acute pain and infection under the 
direction of dentists. The proposed use of COHPs to restore teeth with 
permanent filling materials is not an appropriate use of their time and skills. 
Because of the severity of disease and complexity of treatment commonly seen 
in this population, COHPs will have insufficient skills to permanently restore a 
large percentage of carious teeth. They will have a greater impact on the oral 
health of Alaska Natives by preventing and controlling caries and periodontal 
diseases with the described clinical duties. This approach will also be more cost- 
effective, based on studies published by the World Health Organization on the 
use of advanced dental auxiliaries in mral areas.^ A letter from the Pan 
American Health Organization supporting the use of ART and offering to 
collaborate in training of COHPs in this technique is seen in Attachment C. 
Finally, COHPs can be trained in Alaska to provide these services in 
approximately 12 months. 

In terms of management responsibilities, COHPs should direct the 
activities of the dental team assigned to local communities (i.e., dental health 
aides and assistants), integrate dental programs with the overall plan for local 
medical and public health services, and organize the activities of the periodic 
dentist visits to villages. A more detailed description of the clinical and 
management roles of COHPs is presented in Attachment D. 


^ ART is successful as a long-term temporary restoration (1-2 years) for Class I and Class 11 restorations 
(Frencken XE, Holmgren CJ. ART: A minimal intervention approach to manage dental caries. Dent 
Update 2004;31:295-8). 
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In addition, an effective management structure needs to be in place to 
integrate these new allied dental health personnel into the overall village delivery 
system. Thus, the current system of dentist visits to villages needs to be modified 
to make better use of these resources. The changes recommended in the 
overall dental care system for villages, including the integration of dental health 
aides and COHPs, are presented in Appendix E. 

3. Establish Training Programs 

Clearly, the long-term success of the delivery system for the 125,000 
Alaska Native population depends on recruiting, educating, and retaining a local 
workforce that is committed to working in Alaska and is culturally competent to 
serve the needs of this population. Although beyond the scope of this report, a 
major effort needs to be made to: 

• Recruit Alaska Natives into the dentistry, hygiene, COHP, assisting 
and dental health aides. 

• Establish residency training programs in Alaska Tribal hospitals for 
general dentistry and the recognized specialties of dentistry. 

• Develop managerial training programs to prepare the personnel 
needed to manage the dental delivery system. 

V. Financial and Outcome Analyses 

The ad Hoc Panel presents two options for increasing the overall 
capacity of the dental care system to serve the needs of the Alaska Native 
population. There are many variations on these two options, and they are 
presented to provide a framework for further discussion of these issues. 
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Further, as already noted, estimates of the number dentists, operatories, and 
allied health staff in the other Alaska Tribal programs varied widely. As such, 
the Panel recognizes that the numbers used in the analyses may not 
accurately reflect the current situation. As such, additional analyses may be 
necessary. 

Options 

1 . Have the other Alaska T ribal programs operate at the same level of 
efficiency as the Southcentral Foundation. This organization has recently 
made a major and successful effort to improve the efficiency and 
productivity of its dental delivery system. The details are provided in 
Attachment B. 

2. Have the other Alaska T ribal programs operate at the same level of as the 
Southcentral Foundation (Option 1) and establish COHPs and dental 
health aides in villages. 

Current System Configuration 

Table 1 compares the delivery configuration for the Southcentral 
Foundation region with the other Tribal programs (combined). 


Table 1 

Current Dental Delivery System Configuration 


Foundatio 

n 

Popufati 

on 

Dentist 

s 

Operatorie 

s 

Assistan 

ts 

Hygienis 

ts 

Other 

Staff 

Southcentr 

a\ 

45,000 

. 26 

52 

64 

8 

27 

other 

80,000 

36* 

47 

50 

10 

56 

Total 

125,000 

62 

99 

114 

18 

83 


*15 positions are open and being recruited. 
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Compared to the other Alaska Tribal programs, the Southcentral Foundation has 
more dentists per eligible and more operatories, assistants, and hygienists per 
dentist. Under this configuration, the Southcentral Foundation treats 47.2 
percent (actual) of the eligible population annually and the other Alaska Tribal 
programs about 33.0 percent (estimation based on 36 dentists). Compared to 
the national private sector dental delivery system, the current system 
(Southcentral Foundation and Other) for Alaska Natives has far fewer operatories 
and allied health staff per dentist. 

Approximately 60,000 of the 125,000 eligibles live in 200 villages that 
cannot be accessed by road. For this population, dentists and their staff need to 
fly to the villages periodically to provide services. These villages will be the base 
of operations for the dental health aides and COHPs. It is estimated that the 
villages range in size from 60 to 1,400 residents and that 200 villages need to be 
served. The analysis assumes that one COHP team that includes at least one 
COHP, one dental assistant and two dental health aides will have responsibility 
for managing several contiguous villages, totaling an average of 2,000 people. 
Some unknown percentage of people living in remote villages obtain dental care 
when visiting central area clinics. For this analysis we assume that 25 percent of 
village residents will receive care in these clinics. This reduces the target 
population that needs therapeutic services from 60,000 to 45,000. 
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Increase System Capacity 

Option I - Configure other Alaska Tribal Programs Similar to Southcentral 
Foundation 

This will require building 25 more dental operatories and employing 40 
more dental assistants and one more hygienist. The other Alaska Tribal 
programs appear to have adequate numbers of administrative staff. 

Option II - Add Dental Health Aides and COHPs to Option I 

Twenty three dental COHPs teams, eight in the Southcentral Foundation 
and 15 in other Alaska Tribal programs will be employed and assigned with 
dental aides and a dental assistant to serve the 200 villages. It is assumed that 
the COHP teams will operate (actually see patients) 200 days a year and treat at 
least 20 patients per day. This includes services provided by the two dental 
health aides and the COHP working with a dental assistant. Thus, each dental 
team can be expected to provide 4,000 visits per year and to serve about 1 ,700 
patients, based on 2.32 visits per person. Thus, some 85 percent of the target 
population will receive screening, prevention, and therapeutic services by the 
COHP teams. 

Impact on Utilization 

Table 2 presents the expected impact of the two options on utilization 

rates. 
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Table 2 

Impact of Options on Utilization rates 


Utilization 

Curre 

nt 

Syste 

m 

Optio 
n 1 

Option 

II 

Southcentral 

Foundation 




Visits 

49,398 

49,39 

8 

81,398 

Patients 

21,250 

21,25 

0 

34,850 

% Utilization 

47.22 

47.22 

77.4 . 

Other 




Visits 

62,000 

68,39 

7 

128,39 

7 

Patients 

26,600 

29,42 

3 

54,923 

% Utilization 

33.0 

36.8 

68.7 


Compared to the current system. Options I and 11 lead to major gains in visits and 
patients treated. If the other T ribal programs filled their 1 5 open dentist positions, 
they would approximate the Southcentral Foundation utilization rates. The 
Southcentral Foundation dental program has made a first step in addressing the 
core problem of dentist productivity and has made a large investment in more 
operatories and allied dental health personnel that has led to major gains in 
utilization. Both the Southcentral Foundation and other Tribal programs could 
increase their efficiency substantially more with the addition of more operatories 
and allied dental health personnel’ per dentist. 

Impact on Expenditures 

This analysis of expenditures for the two options is based on current labor 
costs and does not take into account the impact of prevention programs on 
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reducing oral disease levels and the demand for care. This analysis also does 
not account for the costs of training more allied dental health personnel and 
administrators. The focus is on labor costs, since they account for a large 
percentage of clinic operating expenses. All labor costs include salary, 30 
percent fringe benefits, and a 20 percent productivity bonus payment that 50 
percent of clinical providers are expected to achieve. 

Table 3 

Additional Labor Costs for Two Options to improve Alaska Tribal 
Dental Delivery System 


Personnel 

Current 

Option 1 

Option II 

Dentists 

$26,688,000 

$26,688,000 

$26,688,000 

Dental Assistants 

3,402,560 

5,103,840 

6,197,076 

Dental Hygienists 

1,630,800 

1,721,400 

1,721,400 

COHPs 

- 

- 

2,083,800 

Dental Health 
Aides 



1,736,500 

Totals 

31,721,360 

33,513,240 

38,426,776 


Vi. implementation 

The ad Hoc Panel recommends that the ADA and other dental 
organization provide the ANTHC technical support in the design and 
implementation of a more effective oral health care system. The ADA and other 
dental organizations should also work with the ANTHC to gain political support in 
Alaska and nationally for building the training and delivery system infrastructure 
needed to implement this plan. 

The major advantages of this proposal are: 

• It addresses both the immediate and long-term needs of the Alaska 
Native population. 
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• The delivery system remains in the exclusive control of the Native 
Corporations and the ANTHC. 

• The proposed system employs Alaska Natives in remote villages, 
since they are best able to understand the needs of the population 
and provide culturally competent, continuous care. 

• it greatly improves access to care for village residents. 

• It increases the effectiveness and efficiency of the overall system 
for all Alaska Natives. 

• It is sustainable over time. 

• It provides a standard of care that should be available to all 
Americans. 
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Attachment A 
Members of ad Hoc Panel 

Dr. Amid Ismail 
Professor, School of Dentistry 
University of Michigan 
1011 North University 
Ann Arbor, Michigan 48109 
TEL 734-647-9190 
E-Mail ismailai@umich.edu 

Dr. Howard Baiiit 
Professor, School of Medicine 
University of Connecticut 
263 Farmington Avenue 
Farmington, CT 06030 
TEL 860-679-5487 
E-Mail bailit@nso1 .uchc.edu 

Dr. Thomas Kovaleski 

Dental Director Southcentrai Foundation 

Alaska Native Medical Center 

4315 Diplomacy Drive 

Anchorage, Aiaska 99508 

TEL 907-729-2032 

E-Mail tkovaleski@scf.cc 

Dr. Tryfon Beazoglou 

Professor, School of Dentistry 

University of Connecticut 

263 Farmington Avenue 

Farmington, CT 06030 

TEL 860-679-3814 

E-Mail beazoqlou@nso1 .uchc.edu 


The American Dental Association provided travel support for the panel for one 
meeting and a small stipend, $6,000 total, for the Panel. 
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Attachment B 

Southcentral Foundation Dental Delivery System 

The Southcentral Foundation, a non-profit Native corporation, took over the 
management of the dental program in 1997 and mandated a new approach to 
meeting the needs of the Anchorage Service Unit. The first part of the solution 
was to become more efficient in delivering dental care. The historical typical 
model was one chair, one dentist, and one assistant. A dental management 
consultant group Accelerated Practice Concepts, Inc. was hired to evaluate the 
efficiency of the dental care system. Their assessment was that more efficient 
models needed to be developed, and additional capacity was needed to meet the 
needs of the population in the Anchorage area. The new more efficient models 
were first applied to school aged children. For example, the “school exath” 
model utilized three chairs, three dental assistants, one dentist, and one 
hygienist. The children received bitewings, a panorex radiograph, oral hygiene 
instruction and disclosing by the dental assistant. The hygienist provided supra 
and sub-gingival scaling and pre-charts with the assistant. The dentist completed 
the exam and helped this team provide definitive care (e.g. simple fillings, 
extractions, or sealants) on all three of the children appointed during that hour. 
The Southcentral Foundation supported enhancement of an in-house dental 
assistant training program. This program utilizes credentialed dental educators 
teaching Native students. During 2004, 36 assistants were trained to meet the 
needs of the program. The Southcentral Foundation agreed to build a “state of 
the art” paperless and digital 27 chair dental facility on the campus of the Alaska 
Native Medical Center, and the facility was completed July 2003. Utilizing adult 
models developed by Accelerated Practice Concepts and a small increase in 
staff, the Fireweed Dental clinic raised its productivity substantially (Table B1). 

Table B1 

Productivity of the Southcentral Foundation Dental Program 


Oct 

FY 00/01 . FY02/C’ FY03,04. 

$1 v'o'.'UI ^ ■ 1 

Nov 

Dec 

Jan 

‘Feb 

029 .1.. 4-j 

SUG,, -j.,) I'li't’l.lp'. ■'. .?1,. • i 

$92 ■'.('07 v-lU «'■ "j $1495,911- 

March 

. $1 ,000,909: 


April 

$1 .008,464 &#^:203.5981 $1 ,298 466 


May 

$1,087,680 $1,092,131 

June 

$880,120 P$t,076.5957 $947', 756 

July ; $826,956 |tST:i82r749 i $1,179,183 

Aug $1 ,102,474 -v $i:?50,C' STiU;, < 1 


Sep t I _ $1,16^17 
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Total; I &11.432.4^ 1^^M' $1 4^276.69 0 [!fgigli2iii 


The impact of increased efficiency and capacity (50 chairs) has been noticed by 
those seeking care. Children can usually make an appointment for routine care 
within three weeks. The adult backlog of care is still notable with most adult 
patients waiting six weeks for routine care. The emergency care is very efficient 
with 30 to 40 patients per day treated utilizing four chairs. The electronic record 
with digital raciiographs also provides increased efficiency and communication 
between the two dental clinics. The productivity of the village delivery system is 
also enhanced by delivering care with two or three chairs and dental assistants. 

The Southcentral Foundation also purchased and equipped a dental operating 
room at ANMC, reducing the waiting time for pediatric full mouth reconstruction. 
There are now less than 200 patients on the wait list, and it is decreasing. The 
Foundation also entered into an agreement to with Lutheran Medical Center in 
Brooklyn, New York to institute a residency program to train more pediatric 
dentists. This program will begin July 2005 with two residents and another two 
will be selected in 2006. The hope is to place more pediatric dentists in Alaska 
communities and to further reduce the backlog. 

The costs to bring in dental efficiency experts (ARC), train dental assistants, 
implement paperless/digital technology, and fly more equipment and staff to the 
villages are substantial. The Southcentral Foundation’s ability to build a 27 chair 
clinic and a full-time dental operating room speak to its commitment to meeting 
customer needs. These improvements have resulted in better access and high 
staff morale and retention. The following graph (Figure B2) shows the dramatic 
increase in productivity when the efficiency models were implemented along with 
the additional capacity of the Fireweed clinic’s 27 chairs. No additional staffing 
has been added since 2002. 

Figure B2 

Productivity Increases in Fireweed Clinic 
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Dental Clinic Production 
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Attachment D 

Role of the Community Oral Health Provider 

The COHP is a member of a team that includes dentists, hygienists, dental 
health aides, and dental assistants. The COHP works and lives in a village and 
is assigned responsibility for a duster of villages with a total population of about 
2,000. The COHP works with one or more dental assistants using both portable 
and fixed dental equipment. 

The primary objectives of COHPs are health promotion and disease prevention 
and management. They identify resources and develop networks with other 
social and health providers in the villages; design and implement group, as well 
as individually tailored oral health prevention programs that are integrated with 
other general health promotion activities in the villages: identify opportunities for 
fluoridating the water; educate and train other healthcare providers on how to 
screen for and advise residents to promote oral health. 

As dental providers, COHPs provide screening and preventive services, 
temporary treatment of caries (ART), and treatment of mild periodontal diseases. 
Under the direction and approval of dentists assigned to lead the village dental 
team, COHPs manage pain and infection in emergency situations when dentists 
are not available. 

With the epidemic of severe dental caries in Alaska, COHP training should focus 
on community-based health promotion, prevention, triage, emergency care, and 
temporization (ART). They should: 1) have training in community health and be 
a major advocate for oral health; 2) be assigned and evaluated based on 
progress in promoting oral health and reducing the burden of disease; 3) serve 
around 2,000 residents in contiguous clusters of villages; and 4) work with and 
under the general supervision of two or more specific dentists. The supervising 
dentists should define in writing the specific duties for each COHP, based on 
his/her clinical skills and the needs of the population. 

In summary, COHPs, directed by dentists and assisted by dental health aides 
and dental assistants, should provide these services; 

Children (school-based) 

• Screening and treatment triage 

• Prevention of incipient lesions (secondary prevention) 

• Prophylaxis 

• Education (diet and self care) 

• Sealants 

• Fluorides 

• Atraumatic Restorative Treatment (ART) 

• Emergency dental care for pain/infection under direct dentist supervision. 
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Adults 

• Examination, detection, and assessment 

• Treatment triage 

• Primary and secondary prevention of caries 

• Prophylaxis and scaling 

• Atraumatic Restorative Treatment (ART) 

• Emergency dental care for pain/infection under direct dentist supervision. 
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Attachment E 

Integration of Community Oral Health Provider 
Into Village Dental Delivery System 

Village Size: The following plan is for large villages with 500 or more residents. 
For smaller villages the staff, equipment, and other resources are reduced, but 
the operating principals remain the same. Since most villages have fewer than 
500 residents, two chairs will be the most common configuration. 

Chairs in Village: 4 -5 (portable and/or fixed) 

Prior to visit: Then COHP team take x-rays, screen all children and adults, 
provide personnel preventive services (e.g., sealants), excavate caries and place 
temporary restorations (ART), provide prophylaxes and scalings for children and 
adults with mild periodontal disease, estimate dental team treatment time, and 
schedule patients for treatment by the visiting dental team. 

Visiting Dental Team: Dentist, dental hygienist, and three dental assistants. 

Visit: 

• Dentist verifies screening exams, prepares teeth for pennanent 
restorations, completes complex restorations and assigns simple 
restoration placement and finishing to specially trained dental assistants 
and provides other services as needed. 

• CPHP and hygienist provide local anesthesia for dentist’s patients and 
hygienist provides prophylaxes/scalings to patients with moderate to 
severe periodontal disease. 

• Dental assistants support dentist, insert and finish permanent restorations, 
and assist dental hygienist. 

• COHP - Organizes patient visits and assists dentist and hygienist as 
needed. 

Team Productivity: 

• The combined team of dentist, hygienist, COHP, dental health aides, and 
dental assistants are expected to treat at least 30 patients per day. 

• The team will remain in the village until all scheduled and available 
patients are seen. 

• The team will visit each village or grouping of villages at least two times 
per year. 
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After Team Visit: COHP (and dental health aides) follows-up on high risk 
patients with intensive preventive services (e.g., fluoride varnish, prophylaxes, 
education) and directs community education programs. 
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American Dental Association 
www.ada.org 


July 28, 2005 

The Honorable Byron L. Dorgan 
United States Senate 
Washington, DC 20510 


RE: Response to Questions for Indian Health Care Improvement Act (S. 1057) Hearing 
on July 14, 2005 


Dear Senator Dorgan: 

This letter is in response to three questions posed by your office to me as the American 
Dental Association’s witness at the July 14, 2005 joint hearing on the Indian Health Care 
Improvement Act, S. 1057. 

Question 1 

Dr. Brandjord, can you discuss the trend line in the dentist-to-population ratio? Do we as 
a nation, as a whole- not just Native America- face a shortage of dentists? Is it true that 
the number of dentists who retire each year is greater than the number of new dentists 
who graduate from dental school? 

Qla. Can you discuss the trend line in the dentist-to-population ratio? 

Our projections show the workforce productive capacity will increase more rapidly than 
the U.S. population. We follow the actual number of dentists and the dentist-to- 
population ratios very closely. These are important data in their own right, but it is 
critical to look deeper and interpret these ratios in light of other important relevant factors 
to make them more accurate for workforce analysis. Using unadjusted ratios can lead to 
inaccurate conclusions, especially when looking at changes and trends in the workforce 
over time. For example, the unadjusted ratios do not take into consideration changes in 
the demand for dental care and the productive efficiency of dentists, both of which 
change, often very significantly. 

Similar to what is happening in the overall U.S. economy, dentistry is experiencing 
notable increases in productivity. Computers, the internet, more automated accounting 
and practice management software are improving the efficiency of dental practices, as are 
improved dental materials, employment of additional and better-trained staff, and more 
and better equipment. Reduction in the prevalence of oral diseases is changing the nature 
of dental practice. Using raw population-to-dentists ratios overlooks all of the changes in 
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the capacity of dentists to provide dental care and can lead to profound miscalculations 
regarding the number of dentists required to service the American population. 

To account for these important changes, we adjust the raw population to dentist ratios for 
changes in dental productivity. The impact of increases in productivity is apparent in the 
graph displayed below. The unadjusted population-to-dentist ratios indicate that the 
number of dentists in relation to the size of the population will decrease between 2005 
and 2025. As illustrated above, that single data item neglects all of the significant 
relevant changes that have occurred and will continue to occur in dental practice. 
Analysis by a well-known team of economists indicates that dental productivity has been 
increasing by 1 . 1 2% annually. The graph shows that, when adjusted for very reasonable 
and sustainable growth in productivity, the dental workforce productive capacity will 
increase more rapidly than the U.S. population. 

Figure 1 : Actual and Projected Population per Active Private Practitioner Ratios, 1993- 
2025 
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Qlb. Is it true that the number of dentists who retire each year is greater than the number 
of new dentists who graduate from dental school? 
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No. It is a common misperception that the number of dentists leaving practice is now and 
will continue to be greater than the number entering practice. Our data indicate this is not 
the case. The graph below shows that the number of dentists entering practice each year 
will continue to exceed the number of those leaving practice for the next twenty years. 
While the difference will narrow over time, the number of new dentists is expected to 
exceed the number leaving practice throughout the next two decades. 

One reason some believe that the number of dentists leaving practice will be greater than 
the number entering practice in the future may be concern regarding the retirement of 
“baby-boom” dentists. During the 1970s and early 1980s, a large increase in the number 
of dental school graduates occurred, stimulated by growth in the number of dental 
schools and federal support for dental education. Dentists trained during that period will 
be reaching retirement age during the next twenty years. 

However, enrollments in dental schools increased by over 15% between the early 1990s 
and the present. This increase is providing more dental school graduates each year. The 
ADA records the age of retirement of all retired dentists in the U.S. The retirement age 
of dentists is increasing gradually. Our forecasting models predict that this trend will 
continue (see Figure 2) because people are staying healthier longer and because many 
dentists, who are self-employed, are working longer to ensure adequate retirement funds. 

Figure 2: Actual and Projected Number of Dentists Entering and Leaving Active Practice, 
2002-2022 
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Qlc. Do we as a nation, as a whole- not just Native America- face a shortage of dentists? 

No. The dental workforce for the nation as a whole should be sufficient. Near-term and 
long-term outlooks for the affordability and accessibility of dental care for the majority of 
Americans remain excellent, a situation that owes in no small part to dentistry’s 
outstanding record of prevention, efficiency and cost-control. The answer to question 
#la showed that the productive capacity of the dental workforce is likely to increase more 
rapidly than the U.S. population. This provides only part of the necessary information to 
assess the overall adequacy of the Nation’s dental workforce. The growth in the demand 
for dental care must also be considered. The increase in capacity can accommodate the 
most likely growth patterns in dental demand. This means that the percent of the 
population that goes to the dentist can increase by 10%-15% in the next twenty years and 
the available dental workforce will have the capacity to provide that care. The amount 
of dental services needed among those who currently go to a dentist can also increase by 
10%-15% in real terms and the workforce can still provide that care. Alternatively some 
combination of these two factors can increase by the same amount and the delivery 
system can accommodate the increase. 

During the last decade, neither factor has increased at the rate that was just described. 
Consequently, the national dentist workforce will likely be adequate to respond to the 
demands placed on it. However, there are no final answers to workforce assessment. 
Circumstances can change. Unforeseen events could shift the dental workforce 
requirements in either direction. If major new programs are enacted (e.g., increased 
funding for disadvantaged children and adults), if unexpected declines in dental school 
graduates occur, or if productivity does not increase, the adequacy of the workforce will 
require re-evaluation. The nation and the dental profession must follow the national 
workforce trends carefully and be ready to act when circumstances warrant action 

On the other hand, a recent analysis suggests that regional imbalances exit. These 
regional imbalances can be seen in Figure 3, which shows the percentage change in 
dentist-to-population ratios by state from 1993 to 1999. In about half of the states there 
was an increase in the number of dentists per 100,000 population and in about half there 
was a decrease. Some of the changes were modest, while others were relatively large. 

One factor contributing to these imbalances is that the population in the Sun Belt states is 
growing much more rapidly than the population in the rest of the country. Several 
rapidly growing states, such as Nevada, Arizona and Georgia, saw their dentist-to- 
population ratios decline although they registered large increases in the number of 
dentists. Their populations were simply growing too quickly for the increase in dentists 
to keep pace. 
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Figure 3: Percentage Change in the Dentist-to-Population Ratios, by State, 1993-1999 



The previous graph shows the unadjusted dentist-to-population ratios for states. The 
following graph (figure 4) shows the state ratios adjusted for productivity improvements. 
The rationale for this adjustment was discussed earlier. The graph shows that most states 
experienced an increase in productive capacity, resulting in an adjusted increased dentist- 
to-population ratio. 
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Figure 4: Percentage Change in Productivity-Adjusted Dentist-to-Population Ratios, by 
State, 1993-1999 



Imbalances due to growth are likely to be temporary. Market forces will respond to these 
imbalances over time and will reduce them. However, some areas of the U.S., including 
those where many Native Americans reside, have relatively few dentists to serve their 
populations and market forces alone are not likely to be sufficient to redress their 
imbalances. As detailed in our July 14 testimony, the ADA supports federal funding for 
loan repayments for Indian Health Service dentists and other approaches to increase the 
number of dentists available to provide care to Native Americans. 

Question 2 

Dr. Brandjord, ADA’s objection to the provision of irreversible procedures by dental 
health aide therapists, as I understand your testimony, appears to be based on the concern 
that dental health aide therapists will provide substandard or unsafe care. Is ADA aware 
of any specific examples of substandard care provided by dental therapists in New 
Zealand or Canada or anywhere else where the therapist model has been used for many 
years? 
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You are correct that the ADA opposes Dental Health Aide Therapists (DHATs) 
performing irreversible surgical dental procedures due to our concern for patients’ safety. 
Concerning the therapist program in New Zealand, where the Alaska DHATs are trained, 
J. W. Friedman of the New Zealand Division of Dental Health has stated “We are first 
rate technicians, not second rate dentists.” ' The ADA believes there is more to being 
competent than simply acquiring an acceptable level of clinical proficiency, especially 
when one is being asked to make significant health care judgments that could have life 
threatening consequences. A dentist’s training involves more than manual training and 
that knowledge is critical in safely managing untoward events that could unexpectedly 
arise while performing extractions, pulpotomies (similar to root canals), and drilling 
teeth. Based on their limited training, the ADA does not believe DHATs have the 
requisite background to handle some of the emergencies that could arise. This is 
especially true for DHATs practicing in remote villages. 

Evaluation of the use of dental auxiliaries from one country to another is difficult because 
a “dental nurse” and “dental therapisf ’ do not have universally agreed upon definitions. 
Some would be classified as “dental assistants” in other countries and from country to 
country there is a variance of the conditions under which they are permitted to work. For 
example in Great Britain, a country which does not have the geographical challenges of 
Alaska, before a therapist begins treatment, a dentist must examine the patient, diagnose 
the condition and plan the treatment. Therapists in New Zealand predominately work in 
schools with relatively easy access to dentists. So, it is misleading to say that 42 cotmtries 
have some form of a dental therapist, implying they are very similar to the Alaska 
DHAT. The bottom line is Americans enjoy the highest standard of oral health care in the 
world. That is the standard that should be emulated by tribal decision makers as 
American Indians and Alaska Natives deserve no less. 


Question 3 


Are there any circumstances under which the ADA would support the provision of 
irreversible procedures by a non-dentist? 

Permitting non-dentists to perform the irreversible surgical procedures that the Alaska 
DHATs may be permitted to perform is in direct conflict with the ADA’s Principles of 
Ethics and Code of Professional Conduct. The ADA believes there is a better way. As 
stated in our testimony on July 14, the ADA supports innovative approaches to getting 
Alaska Natives the care they need, such as the proposal of Drs. Bailit and Kovaleski and 
others that would make the current delivery system more efficient and envisions the use 
of a new support person - Community-based Oral Health Providers. 


Dunning JM. Deploymenf and control of denta! auxiliaries in New Zealand and Australia. J Amer Dent Assoc i 972; 85:6 1 8-26. 



439 

The Honorable Byron L. Dorgan 
July 28, 2005 
page 8 


More generally, the Association supports appropriate expansion of duties for dental team 
members. In fact, the Association currently has a task force reviewing present and future 
workforce issues within the profession with a particular eye toward addressing the access 
barriers facing the underserved populations in our country. 


Sincerely, 



Robert M. Brandjord, D.D.S. 
President-Elect 

RMB:TS:nh 
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Submitted by Richard Brannan 
Chairman j Northern Arapaho Tribe 

Before tile Committee on Health, Education, Labor & Pensions 
United States Senate 

Hearing on Indian Healthcare Improvement Act 
July 14, 2005 

THE FACE OF HEALTHCARE OaN THE WIND RIVER RESERVATION 
Putting a face to the healthcare problems on the Wind River Reservation 
discusses the problems faced by two Tribal members - Francis Brown, and Elder, and 
Mai-oella Hope Yellow Bear, a child. Francis was unable to receive treatment for iiis 
brain tumor because of lack of funding, and Marcella was abused and killed by her 
parents, who were niethamphetamine addicts. Both of these cases demonstrate the need 
for more funding for treatment and prevention programs on the Reservation. 

HEALTH DISPARITIES OF THE NORTHERN AR,kPAHO 

This discusses the enormous disparities in health problems when Reservations are 
compared to the rest of the United States. Examples cited arc a 770% higher rate of 
alcoholism, a 650% higher rate of TB, a 420% higircr rate of diabetes and a 91 % higher , 
rate of suicide. 

HEALTHC ARE PROBLEMS AND PRIORITIES 

This gives a listing of the most widely accepted healthcare problems and priorities 
on the Wind River Reservation and Indian Country in general. There is a list of 19 
separate priorities, ranging from issues with Contract Health to tobacco use. 

INDIAN HEALTH CARE GENERALLY 

This is a more detailed discussion of Indian health care in general. It suggests 
changes with direct clinical services, contract health, community health sendees, budgets 
and loans, facilities and related support, elderly and youth programs, family and domestic 
violence programs, veteran programs and gender issues. 

ELDER HEALTH .VND LONG TERM CARE 

This discusses the fact that the life expectancy for Indians is significantly shorter 
than the average U.S. citizen, and calls for better access to IHS sendees for the elderly, 
increased funding for preventative programs and dental care, and assistance with 
Medicare and Medicaid certification. 

HOUSING & SOCIAL SERVICES 

This very briefly points out the need to improve hou-sing and sewer and water 
facilities. 

CONCLUSION 

Chairman Brannan expresses his support for S. 1057 and asks for full fiinding. 
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Submitted by Richard Brannan 
Chairman, Northern Arapalio Tribe 

Before the Committee on Health, Education, Labor & Pensions 
United States Senate 

Hearing on Indian Healthcare Improvement Act 
July 14,2005 

THE FACE OF HEALTHCARE ON THE WIND RIVER RESERVATION 

There are many statistics that justify thfc iieed for improving healthcare on the Wind River 
Reservation and Indian Country in general. I have listed a number of them in my written 
statement and I know yw will hear them from others. What T want to spend my time here today 
doing IS trying to put a face on the problem. 

My testimony is in honor o f Francis Brown, a respected Elder and ceremonial leader o f 
the Northern Arapaho Tribe, and Marcella Hope Yellow Bear, a baby; both of whom died 
needlessly because of a lack of funding. Both of them suffered, terribly. 

Francis had 4 brain tumors. When he went to IHS for assistance, tic was told there was 
no funding to help him get the care he needed. 

.Marcella Hope Yellow Bear was 1 8 months old when she died. Her entire short life was 
one of torture and pain. According to the newspaper accounts, she had an open hole through her 
chin, numerou.'S broken bones, and bums on her body arid the bottoms of her feet. She was found 
hanging from a coat hook in a closet. Physically abu.sed and tortured. It was like someone shot 
an arrow through my heart when I was told. 

Both of these deaths could have been prevented - the system - and all of us failed them 
because of tack of adequate funding. 

For his entire life Francis Brown was one of the cultural jind ceremonial leaders and 
elders of our Tribe. Among his many contributions, he helped preserve our medicine wheels and 
other sacred sites. His early !os.s robbed not only liis family, but our Tribe of his cultural and 
eereinonial knowledge. 

Marcella was a beautiful, innocent little baby - our hope for the future. In our Tribe we 
believe children are sacred, because they are not yet tainted by the world. Yet she was tortured 
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and killed by her own parents - both members of our Tribe, because of their addiction to 
methamphetamine. Those drugs, and others, including alcohol are the scourge of our 
Reservation. As you can sec from these two painful examples, we need funding for both 
prevention and treatnient 

f am here today to, give my support to Senate Bill! 057, but also to remind you of the 
need to fully fund it, and to remind you of the trust responsibility of the United States to Indian 
Tribes. . . 

HEALTH DTSPARITIES OF THE NORTHERN AR.4PAHO 

The Northern j^rapaho Tribe has approximately 7,943 enrolled tribal members. The 
average family size is numbered at 4.5 (please note this family size is identified as persons living 
in the smne dwelling and does not reflect out of home placement, extended family situations ami 
kinship patterns which alter the make up of the family). Also, in the latest census figures, there is 
an indication that the make up of the Reservation residents is a much younger population with 
the average age being 23.4 years of age, with well over 4,000 children 1 8 y'ears of age and 
younger. 

Pressures to continue and reduce the costs of providing health care, especially in the area 
of diabetes, have had a major impact on the practice of medicine and will increasingly shape the 
way care is provided as our population ages. The Indian Health Service (T.H.S.) has struggled 
since its' inception in 1955 to provide adequate health cam to Indian people and. .Alaska Natives 
and raise the liealth standards of. American Indians and Alaska Natives, but they cannot do it 
alone. The .Northern Arapaho contracts with l.H.S. to provide sen-ices to our eimollcd members 
and other eligible under .P.L. 93-638. 

A.s an example of the extent of the health problems on the Wind River Reserv-ation, here 
are a total o f 736 diabetics serviced by our Northern Arapaho Diabetes .Aw-areness Program. Wc 
contract vvith tiio state of Wyoming to provide diabetic sendees to the people wc serve. We also 
partner with other agencies, such as Colonido State University and our own Wind River College 
in our campaign against the deadly disease of diabetes. VVe also work with our Coinraunity 
Garden project to encourage our people to growm their own food for a belter diet and better 
eating li fe styles. Historically, Northem .Arapaho people maintained traditional teachings and 
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practices which promoted health, prevented diseases and provided curative care to each tribal 
member. Often times we shared these with other tribes as they, too, shared theirs’. We wsmt to 
sh.are these practices with the I.H.S. medical staff and the approaches of modem medicine 
through Northern Arapalio ceremony, ritual, taith and herbal remedies. This way need.s to be 
presejved and integrated into health systems. However, wc need to be cautious so as not to 
exploit our Northern Arapaho practices. 

Nationwide, the disparity in health and healthcare for Indians is staggering. The rate at 
which Indian.s are more likely to die from certain diseases ranges from 52 % for pneumonia and 
influenza, to 770% for alcoholism. Our people also suffer from diabetes at a rate 420% higher 
than the general population and tuberculosis at a rate 650% higher. In addition, our death rate 
from accidents is 208 % greater than the rest of the United Slates. Sadly, we also have a suicide 
rate that is 91% higlier than the overall rate in the United Sates, with our young people (ages 15 
to 34) the hardest hit. The life e.vpectancy of an Indian in America is 5 years less than the genera! 
population. 

The rates on die Wind River Reservation appear to reflect the national rtites, ant! wa are 
cuiTently setting up our own data system that is tribal specific to Norllteni Arapaho to capture 
tliese statistics and study the possible causes. We want to advocate for a data collectioafresearch 
center for the Northern Arapaho Tribe and the state of WTOming. This would allow studies on 
diabetes and other illnesses that arc specific to the Northern Arapaho Tribe as w'ell as other 
health issues. We presently w-ork with other state agencies and programs on the Wind River 
resoA'ation, such as going into the schools and working with school staff and testing for 
conditions the are early indicators of diabetes. One such condition, is Acanthosis Nigricans, 
which is a dark ring around the neck or patches of dark skin, which show up in .American Indian 
and A.N. children. We also sponsor fun-walks in our Indian community on the re.seivation and 
work with the state staff in and around the area regarding diabetes issues. For the Northern 
Arapaho people, kidney transplants may become a reality for those with kidney disease in the 
near future. As a consequence, we hope to begin preparations for this possible outcome. 
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HEALTHCARE PROBIJEMS AND PRIORITIES 

On the Wind River Resen'ation specifically, and tbroughout Indian Country in general, 
ihcre arc a number of healthcare problems. In this statement, I will not go into a detailed 
discussion of each and every one of these problems, but wi ll attempt to higliliglit a few. %Tiat 
Jollows here is a list of those problems that have. generally been identified as tire greatest 
priorities on our Reservation and in Indittn Country. 

To give you some fee! for the magnitude of the problems, allow me to expand just on the 
fist one. Contract Health. In fiscal year 200S,on my Reservation, slightly less than $3,000,000 
was obligated. Yet, over $6,000,000 was denied and another $3,000,000 was deferred. 

1. Contract Health 

2. Diabetes 

3. Alcohol’S ubstance Abuse 

4. Phamracy 

5. Heart Disease 

6. Cancer 

7. Mental Health. 

8. HP/DP 

9. Injuries 

10. Dental 

1 1 . Infomiation Technology 

12. Obesity 

1.3. Elder Health Care 

14. Malemal/Child Health 

15. Respiratory problems 

16. Chronic Di,sease 

1 7. Lack of adequate EMS 
IS. STD’s 

19. Tobacco l .isc 
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INDIAN HEALTH CARE GENERALLY 

It seems that each time the Arapaho tribe negotiates for health care monies; they face the 
threat of Indian health care being reduced as the federal budget grows, as administrative and FTE 
cuts are mandated and as IHS is forced to compete with other agencies for reduced amounts of 
discretionary dollars. The growth rate of the Arapaho tribe is moving at a fast pace and we are 
told that IHS funding will be cut but we are expected to meet the Healthy People 2010 
Objectives. Tiiere has been specific health status objectives for Indian people included in the 
current Indian Health Care Improvement Act. We fully support those health status objectives, 
and offer the following suggestions additional suggestions: 

1 , Indian health status will not be met by funding a handful of projects witli discretionary grants 
from ageticies scattered throughout the Department. To best meet community needs of the 
Arapaho tribe, funding m ust c ome directly to tribal programs . 

2, IHS budget must be adequate to provide care and preventative services to Indian people. 

3, How is the IHS budget arrived at? Who detennines the formula for IHS funding? The Arapaho 
tribe feels they are lefi out when decisions concerning the IHS budget(s) are made. We need to 
be inckidetl in all dtscusslon(s) concerning IHS funding and once again we emphasize the 
principle of Fd'LL DISCLOSURE. Some views the .Arapaho tribe has about the IHS budget are: 

a. DIRECT CLINICAL SERVICES: 

i. When mandatories arc presented to the Arapaho tribe, appropriate monies 
wilt be included for compensation, 
ti. Third party billing wall not be counted to offset budget. 

iii. Whenever new building or additional construction to health facilities occurs, 
monies to provide for full staff will result along with operations and 
maintenance. 

iv. Increase in monies to the Arapaho tribe will address population growth. Tlie 

‘ .Arapaho Tribe has a total population of 7.920 as of July 2005. At present, 

there are 20 appl ications for enrollment per month; thus Err, all have been 
approved. If this trend continues, there will be a substantial population 
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increase in the near future. 

b. CONTRACT HEALTH: 

i. The budget must adjust for medical inflation identified by the Bureau of 
Labor Statistics, Consumer Price Index. 

ii. Increased monies to address population growth. 

iii. The Catastrophic Health Emergency Fund will be budgeted at a level that 
equally covers al! qualifying cases. 

iv. Research dollars should go directly to the tribes. 

c. COMMUNITY HE.ALTH SERVICES: 

i. Appropriate increases in monies to compensate for all government mandates. 

ii. Increase in nionies to match population growth. 

iii. Full fiinding to meet full staffing of new or additional building at health 
facilities. 

iv. Increases to meet demands of Amendments to the Indian Health Care 
Improvement Act. 

d. BUDGETS AND LOAN: 

i. Any reduction in IHS budget wilhiot impact on the direct delivery progranis, 

ii. To assure Indian representation in the health professions, the scholarship and 
loan rqrayment program will increa.se. 

iii. Any monies designated as budget saving will be put in Contract Support 
coffers. 

iv. Monies will be available for all necessary contract support costs associated 
with 638 and self-go vemauce tribes. 

e. FACnJTIES AND RELATED SUPPORT; 

i The Arapaho tribe is in need of more medical staff, buildings and equipment 
to house them. This is especially true for the needs for more dentists 
optometrists, and pbdiatrists. As the Arapalio tribe has a higli 
disproportionate number of diabetics to general population, we feel the need 
for more support to address this deadly disease. Diabetes often leads to 
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dialysis or amputation and with the amount of people on dialysis; we fee! wc 
need a dialysis center. ITie special diabetes grant will certainly help to fight 
this deadly disease but after fiinding for diabetes runs out; where do we go 
from there? 

ii. There arc two sites served by Tribal Health; one site is at Arapahoe and the 
other site is at Etheic. We have two buildings or modulars. The Ethete site 
houses the Tribal Health Administration, CHRts. The Arapahoe site houses 
foe CHRs md other special programs. There are 1 0 employees at the Ethete 

^ site and 8 at the Arapahoe site. These are modular buildings and are going on 
their fourth year housing the Tribal Health programs and will need some 
major repair before too long. We are looking for permanent structures to 
house our Tribal Health programs. 

iii. Transportation is a real problem for Tribal Health. We transport locally and 
out of state for medical and substance abuse issues. The CHRs do most of the 
transporting. Not too long ago, 0MB felt foe CHRs were nothing more than ; 
taxi cab drivers and as a consequence, the CHR budget \vas cut nationally. 

The .Arapalio CH Rs need to be relieved of this burden. At one time, at Uie 
early inception of HIS in 1955, this was their responsibility - patient transport. 
Throughout the years, this responsibility has shifted to the Tribe. Wc need to 
shift this responsibility back to IHS or be funded for more positions for 
transporters along with medically equipped transportation vehicles, medi vacs 
and EMTs. The issue of liability is always there. According to our 638 
contract w'e are not to transport out of our Service Delivery’ Area, which is 
basically the reservation but we do transport because our local IHS refuses to 
do so. We caimot let our Arapaho people suffer because of official ignoraicc, 

f. ELDERLY: 

i. The Elderly on the Wind River reservation need appropriate 

rcnovation^addiiional building to the nursing home on the Wind River 
reservation. Both the Arapaho and Shoshone members use Morning Star 
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Manor, a nursing home operated by the Shoshone tribe. Included in this need 
is more medical staff, specialized gerontology' training and nutritional training 
to meet elderly needs. The elderly that choose to remain in their homes : 
.should be provided for in building repairs to their homes if needed or homes 
built for them. Most Arapaho Elderly choose to remain in their own homes. 

YOUTH: 

i. The youili of the Arapaho tribe also need buildings for preventive type 

activities. This includes space for recreation. There is a shortage of bui Idings 
or space to provide recreational activity for our youth on the Wind River 
Reservation. y\gain there is a demonstrated need for more dollars in this area. 

We need stronger programs geared to prenatal and newborns. The Nonliem 
Arapaho people feel that, our newborn and young children are gifts and 
blessings from the Creator and we need take good care of them. Quality' 
medical/nutritionaJ care is a must for prenatal, babies and children. Absence 
and neglect of child restraints is a problem as evidenced by death and injury 
of our babies and young children. Parents cannot afford to purchase child 
restraint,s and other protective devices used in automobiles. This issue needs 
to be addressed. 

h. FAMILY AND DOMESTIC VIOLENCE: 

i. Family and Domestic \'iolence is an issue that needs attention on the Wind 
River reservation. Certain programs address the problem of violence and 
abuse but to adequately bouse victims is a problem of social services 
program on the re-servation. We need more dollars to address this growing 
social issue. 

GENDER ISSUES; 

i. Mot and women health isssues programs are needed, special clinics for 
men — i.e., prostate and colon cancer awareness; for women, 
mammography, breast and cervical cancer. More concern and awareness 
about sexually transmitted diseases should be a concera of I.H.S. aid Tribal 
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Health agencies. We need sucxtcssfui community based programs directed 
at health i.ssues for men and women. Included in this should be efforts to 
reach our youth about this awareness and concern, 
j. VETERANS PROGRAM; 

i. The Arapaho Tribe has a high number of veterans. Many of these veterans 

qualift' for sendees through VA clinics and hospitals. A veteran’s office on 
the Resen'atibn could coordinate these services for our veterans. The 
Nortliem Arapaho tribe has a homeless veteran’s program but needs 
enhancement. We need to provide counseling services to our veterans on 
benefits and entiliemenls of which many of our veterans qualify for. 

ELDER HEALTH AND LONG TERM CARE 

In 1972, the life expectancy for American Indians was 60 years of age. By 1990, life expectancy 
for Indians has increased to 73 years of age and by the year 2000 is expected to bo just 3.4 years 
less thait the general population of the U.S. Indian people are living longer; however, Indian 
elders comprise a major risk group for poor health, chronic disease, limited income, high medical 
expenditures, institutionalization and an increasing need for long tenn care. There is a need, for 
improved and quAtiify' health care for the elderly on the Wind River reservation. 

SUGGESTIONS: 

1. Initiate demonstration project in which IHS and the Arapaho tribe will share the 
responsibility of the delivery of long-term care in a govemment-to-govemment 
partnership basis. 

2. IHS must work closely with other DHHS and Federal agencies to focus funding and 
program development on Indian elder needs. Tlie Arapaho tribe must receive direct 
funding. 

3. IHS must improve, access to IHS services and medical coverage by developing; , 

a. Geriatric training for community healtii and clinical staff and fund home health 
positions. 
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b. Increased funding and give high priority to requests for more dentists, 
optometrists, and podiatrists and other specialized disciplines. 

c. Expanded preventive servdees to elderly and include well-elder clinics in 
community education programs. 

d. Clinical and community health outreach services to tribal operated long term care 
facilities. 

4. Medicare and Medicaid Cenification. The Arapaho tribe should be allowed 

flexibility in design and operation of home and community based long term care 
to meet tlie needs of the elders and to improve their functioning within the 
community. Medicare, 'Medicaid receipts will be used to maintain 
accreditation standards. Issues inv'olving Medicaid, Medicare should be , 
discussed,'expl,'iiried to the Arapaho people on the reserv'ation by knowledgeable 
and component government representatives by establishing focus groups. Most 
Arapaho people do not understand the discount cai’d. Some of our children who 
arc in treatment in another state qualify for this program. 

HOUSING & SOCIAL SERVICES 

Our living conditions continue to be poor. In addition to more housing we need to 
improve our sewer and water treatment facilities. There is a great need for additional access 
to low cost loans so that more of our people can obtain housing. Along with this goes the 
need for improved social services. Better childcare and greater access to mental health are 
two iniportanl needs. 

CONCLUSION 

While much remains to be done on the Wind River Reservation and in Indian Country 
generally, much progress has been made. Infant mortality and maternal mortality has been 
significantly reduced. Deaths caused by homicide and accidenutl deaths have been reduced. 
One of the biggest gains ha.s been made in tuberculosis, where a 53% reduction was made on 
Indian Reservations in the ten-year period of 1987 to 1997. 
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Still more remains to be done. Senate Bill 1057 is a good first step. While it may not 
offer everything we would hope for, it does make a great step fonvard. 1 am here to lend my 
support to the proposed legislation, and hope that the next .step will be to fully fund the 
programs that are .so desperately needed on our Reservations, and to ask the United States to 
live up to its Trust Responsibilities with regard to healthcare. 


II 
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Phone: (202) 742-4430 
Fax: (202) 742-4285 


July 14, 200S 


TO: Chairman McCain and Chairman Enzi 
Senate Committee on Indian Affairs 

Senate Committee on Health, Education, Labor and Pensions 
109**' United States Congress 
Washington DC 20510 

RE: Written testimony for Trudy Anderson, Alaska Native Health Board President/CEO 
INTRODUCTION 


Good afternoon, I am Trudy Anderson. I serve as the President/CEO for the Alaska Native Health 
Board. I am Inupiat and Yupik; I am an enrolled tribal member of the Nome Eskimo Community. The 
Alaska Native Health Board (ANHB) is a 23-member board entity, consisting of tribally elected or 
selected representatives of Alaska’s Native regional health organizations and is recognized as the 
statewide Native voice on health care issues. The purpose of our organization is to “advance the 
spiritual, physical, mental, social, cultural well-being and the pride of Alaska Native people,” 

The State of Alaska is 586,000 square miles and makes up approximately 1/5 of the landmass of the 
entire United States. There are 229 tribes in Alaska, making up almost ‘/j of the tribes in America. 

ANHB is comprised of 23 member organizations. These organizations either have Title I contract or 
Title V compact with the Indian Health Service to carrying out health care delivery in their area. Alaska 
is the only area in the nation where 99% of health programs are managed by Native organizations. The 
ANHB brochure provided to you lists the entities. 

The Alaska Native Health care is delivered through a referral system. 

As you may already know, are the Community Health Aide Practioner’s (CHA/Ps) are the backbone of 
the system. There are approximately 500 CHA/P local employees working in 178 communities. They 
serve as the first responders, along with Village Public Safety Officers, to any situation. 

When a patient needs a higher level of care, they are transported to one of six regional hospitals (as 
available in the area). The six regional hospitals are located in: Barrow, Kotzebue, Nome, and Bethel. 
Dillingham and Sitka. 
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The flagship statewide hospital - the Alaska Native Medical Center - serves as the final referral facility. 
This is the only level II trauma center in the State of Alaska. If specialty services are not available at 
ANMC, patients will then be transferred to a private facility. 

It is important to note that Native health organizations not only serve a Native population. They are - in 
many areas - the only health service providers available. 

The Alaska Tribal Health System represents diverse organizations and Alaskan people. Because we 
have 229 federally recognized tribes that live across 586,000 miles of road less land, it was crucial for to 
develop this innovative and essential statewide health system. 

DENTAL CRISIS 


• Alaskan children suffer from tooth decay at 2-1/2 times the national rate. 1/3 of school children 
miss school because of dental pain and 25% report avoiding laughing or smiling because of the 
way their teeth look. 

• The number of Alaska Natives has doubled since 1970 and there is an epidemic of dental caries 
in Alaska Native villages. 

TRAINING 


The Alaska Native Health Board endorsed the Dental Health Aide Program to begin planning, 
certification, and drafting standards. Experienced Public Health Dentists, local community members. 
Community Health Aide Practitioner Directors and Aides, attorneys and other experts convened to carry 
out ANHB’s directive to create a Dental Health Aide Program. We now are at the stage that individuals 
have been trained and are now in their preceptorship training in regional hospitals with dentists. 

Dental therapists have a two-year training program and dentists train four years. The dental therapy 
program has a more clinical focus to learn the competencies within their more limited scope of practice. 
The dental health aide therapist’s competence assessments are equal to the requirements of an accredited 
dental school. 

There is bi-annual recertification for the dental therapists where they are required to demonstrate their 
clinical competencies. A 3-month or longer preceptorship under a dentist is required before dental 
health aides are allowed to practice independently. The DHAT is then able to work under a 
consultation/referral with the dentist who supervised their preceptorship. This preceptorship is more 
stringent than what is required by other dental professions. All Alaskan tribal health programs, 
including the dental health aide program, are scnitinized independently by national hospital 
accreditation organizations. Dental professionals in private practice are not held to same standard. 

RECRUITMENT/RETENTION 

In 1991, a dental manpower study was conducted in Alaska. If the IHS/Tribal health system doubled the 
number of dentists, it would take 10 years to eliminate the unmet need for dental services. 
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For the 85,000 Alaska Natives who live in the 200 villages without road access, the only time dental 
services are available is when a dentist flies in to conduct a dental clinic. Alaska Tribal Health 
Programs experience a 25% vacancy rate among dentists and a 30% average annual turnover rate. 
Tribal health programs have increased their dental budgets above the IHS allocation of funds so that 
they could increase salaries. But dentists don’t choose to live in remote, isolated communities or to 
travel nearly every week by small planes to even mote remote villages to conduct clinics in buildings 
without even running water. 

“VOLUNTEER PROGRAM” 


There have been suggestions that having dentists volunteer would provide a viable solution to the dental 
problems of rural Alaska. The proposed volunteer program suggested by the American Dental 
Association would not be effective in reducing the rate of dental disease. One of the issues with the 
volunteer program is that there is no continuity of care for the people of the villages. Volunteer dentists 
would not be able to develop a long-term relationship with the population that they serve. The dental 
therapists are Alaska Natives from the rural community and have strong ties to the community. They 
will provide a more consistent basis of care. Alaskan Natives will be empowered to take care of their 
own people. 

Another issue that has been brought to our attention is that the American Dental Association has 
approached Congress requesting an appropriation through the Indian Health Service to fund this 
‘volunteer’ program. As you may already know, the Indian Health Service continues to be 40% under 
funded. We feel the ADA is misleading the public and congressional representatives when claiming 
they have a solution to address our dental disparities. 

PUBLIC HEALTH SUPPORT 


Other organizations with a profound interest in public health -but no profit motive — have all come out 
in support of the Dental Health Aide Therapist program. These include the Indian Health Service, under 
director Dr. Charles Grim, himself a dentist. The Alaska Department of Health and Social Services, 
who’s Commissioner, Joel Gilbertson, said (DHAT) “holds great promise for addressing the profound 
dental problems of rural Alaskans, and we applaud Congress for giving the program a chance to 
demonstrate its potential for success.” 

In addition, the American Association of Public Health Dentistry and the Oral Health Section of the 
American Public Health Association both support of the Dental Health Aide Therapy program in 
Alaska. The support of these national public health dentistry associations illustrates the fact that only 
private dentists oppose the Dental Health Aide Therapy program. Private dentists have a financial 
motivation; public health dentists are motivated to elevate the dental health for the betterment of the 
general public. 

SUMMARY 


• The Dental Health Aide Program is a local solution to a local crisis. This program will be as 
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successful as the Community Health Aide Provider Program is because of local residents receiving 
training, employment, and providing high quality care to their community. 

• Dental health aides will have had as many hours of educational clinical experience in the limited 
number of procedures as most dentists receive during their educational program. 

• Dental health aides is supported by telemedicine access to the dentist who will be able to actually 
view the same tooth and x-rays that the DHAT is examining. 

• Dental health aides are subject to biannual recertification and continuing education requirements. 

• Mid-level providers have been successful in delivering other types of health care. 

• Due to the distance and isolation of these communities, dental care is only offered on a very basic 
level. With dental health aides to address these basic needs, then the dentist would have more time to 
perform root canals, dentures, crowns, bridges, and orthodontics. 

• Dental therapists will be able to raise dental awareness. Once the overall general dental aptitude is 
increased then the need for re-treatment would be reduced. 

• Is there any evidence that the Dental Health Aide Therapy program is effective? DMAs are new 
to the United States, but New Zealand has a 75-year history of success in using dental health 
paraprofessionals. The World Health Organization shows that dental health aide/therapists now work 
in 42 countries, including Australia, Hong Kong, Great Britain, and Canada. After Canada started its 
program, the ratio of teeth pulled to teeth fixed dropped irom over 50% to less than 10%. A thorough 
study of the Canadian effort compared the work of dental therapists and dentists and found that the 
quality of restorations by therapists equals that of dentists. 

• While DHAs are new to the US, a role model exists in medicine — the Community Health Aides. The 
Community Health Aide Program has been used as a model by President Bush to address the 
HIV/AIDS crisis in South Africa and to build a health system in Afghanistan. It is proven that 
CHAPs have had a major impact on increased access to general medical care. 

• Dental Therapists will also positively impact dental health care in Alaska. 
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Seattle Indian Health Board 

A Multi-Service Community Heailh Center for Medicai, Dental, Mental Health , 
Substance Abuse, and Comnuaiity Education. 



TESTIMONY 

U. S. Senate Committee on Indian Affairs 
U. S. Senate Committee on Health, Education, Labor, & Pensions 
Thursday, July 14, 2005 
430 Dirksen Senate Office Building 
Washington, D.C. 20510 



Mr. Chairman. 

My name is Ralph Forquera. I am the Executive Director for the Seattle Indian 
Health Board, a position I have held since January of 1990. I am also the 
Director for the Urban Indian Health Institute, a division of the Seattle Indian 
Health Board established in July of 2000 to conduct research and perform 
epidemiologic studies on the health of urban Indians. I am an enrolled member 
of the Juaneno Band of California Indians, a state-recognized Indian tribe from 
the San Juan Capistrano region of southern California. 

The Seattle Indian Health Board is a community health center, established in 
1970 as a free clinic in what was then a U. S. Public Health Service Hospital in 
central Seattle. We are currently under a contract and hold several grants from 
the Indian Health Service under Title V of the Indian Health Care Improvement 
Act. We are one of 34 such non-profit, Indian-controlled corporations that 
contract with the Indian Health Service under Title V. 


P. O. Box 3364 • Seattle, Washinglon 98114 • (206) 324-9360 • Fax: (206) 324-8910 


Serving Seaale-King Camty Since 1970 
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Twenty of the 34 existing urban Indian health organizations offer direct health 
care. The remaining 14 programs provide health education, information and 
referral assistance, and other services designed to improve access to health 
care. In addition, urban Indian health organizations play an important cultural 
role in many cities by offering programs and services that are culturally- 
appropriate and socially acceptable to the wide array of Indian people living in 
cities. In my organization in Seattle, we serve Indian people from over 1 50 
American Indian tribes and Alaska Native villages each year. The role of 
providing an identifiable and culturally acceptable place in American cities for 
Indian people is an often overlooked effect of these programs that in many ways 
has become an essential part of the healing process for Indian people who often 
feel abandoned and isolated in American cities. 

According to the 2000 census, the majority of Indian people in the United States 
now live in American cities. Over 70% of Americans self-identifying as American 
Indian alone or of mixed race on the census were living in American cities. 

The trend toward urbanization has been steady since the 1950s when it was the 
policy of this nation to relocate Indians into cities in an ill-fated attempt to 
assimilate Indians into the broader society. Up to 160,000 Indian people were 
directly affected by the relocation and termination policies. There remains a 
sizeable number of urban Indians who carry the emotional scars of this 
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experience with them, in some cases greatly influencing their behaviors and 
ability to trust government institutions, including our programs. 

Little is known about the overall health status of urban Indians across the nation. 
While urban Indian health has been a part of the Indian Health Service for nearly 
30 years, only recently have formal efforts to document the health of urban 
Indians been attempted. 

The lack of available data has made it difficult to defend the need for help in 
addressing the growing health crisis among urban Indians. However, in March of 
2004, the Urban Indian Health Institute released a first national report 
documenting severe health disparities among urban Indians. Using data from 
the National Center for Health Statistics and the 1990 and 2000 U. S, Census, 
data known to be woefully inadequate, the report still found significantly higher 
rates of illness and identified multiple known risk factors that likely contribute to 
these findings. The report brought greater attention to the plight of urban Indians 
and helped us to begin to build interest in looking at the health of this population. 
The report documented, for the first time, our anecdotal assertions that urban 
Indians were experiencing ill health in disproportionate numbers. A principle 
partner in this work today is the Indian Health Service which has now included us 
as one of the 10 Indian Health Service regional tribal epidemiology centers - 
ours being the only center with a national focus on urban Indians. 
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Title V provides the critical link in recognizing that Indian Country encompasses 
both reservation and urban communities. The 34 urban Indian health 
organizations reflect the nature of their local communities. They offer not only 
services, but a place of Indian identity that is frequently lacking for Indian people 
in American cities. In the broadest sense of healing, finding a place of belonging 
and acceptance can have a powerful positive effect on the health of Indian 
people. 

Our ability to focus on Indian people and not be encumbered by the restrictive 
nature of limiting services to federally-recognized tribal members adds to our 
capacity to heal old wounds. 

Title V is the only direct authority that specifically defines a health care role for 
the Indian Health Service in addressing the needs of urban Indians. For this 
reason. Title V is an essential tool in assuring that urban Indians are not forgotten 
as a group of Americans in need of health improvements. 

In the request for my participation in this hearing today, two specific questions 
were posed for me to address. The first deals with the extension of Federal Tort 
Claim Act protection for urban Indian health organizations. The second is a 
concern that has periodically been brought up by the Department of Justice 
regarding the equal protection provisions of the Constitution and the fact that 
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urban Indians are not subject to tribal governments with powers of self- 
governance. 

With regard to the Federal Tort Claim Act Coverage issue, similar protections 
have been extended to community health centers through the Public Health 
Services Act. Those of us who receive funding through the Bureau of Primary 
Health Care are already eligible for FTCA protection. It would seem to me that 
extending this protection to urban Indian health programs would add minimal risk 
to the government given that many of the current urban programs do not offer 
direct health care at this time. Inclusion could save considerable expense for 
those programs who are now purchasing private liability insurance to support 
their work. The resulting savings could be used to provide needed services. 

It should also be noted that the Title V program was crafted using the community 
health centers as a model. The extension of a similar privilege for another group 
of federally-sponsored safety net providers seems a fair and equitable action. 

With regard to the Department of Justice's concern about equal protection 
matters, I first need to state that I am not an attorney nor am I professionally 
trained in this area. However, it seems to me that the enactment of Title V 
defined a special class of health care provider similar to various special 
arrangements made through other federal programs like the Federally Qualified 
Health Center program in BPHC and disproportionate share hospital payment 
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structure under CMS. Clearly the Federal government has a rational basis for 
providing funding, tax breaks, and other benefits it deems to be in the interest of 
the government or society in general and that rational basis should allow such 
distinctions to withstand an equal protection challenge. In the case of the urban 
Indian health programs, the Congress has a clear rational basis for its decision to 
provide programs, services and funding to urban Indians. After all, it was the ill 
conceived policies of relocaton and termination that led to the the removal of 
large numbers of Indian people from the reservations to the cities. Congress 
dealt with Indians as a special class of citizens then and it clearly can and should 
do so now as it tries to rationally address the consequences of those policies. 


The structure of the Title V program, that of using a non-profit, Indian-controlled 
corporate structure, offers the full benefits of the self-determination principles 
called for in President Nixon's Special Message to the Congress in July of 1970 
that forms the foundation of today's federal Indian policy. Successful urban 
Indian organizations, in some respects, embody the spirit of self-determination. 
Our use of IHS funds to leverage other public and private resources to extend 
our capacity to serve urban Indians is exactly what I believe the authors of Title V 
intended. 

It seems clear that the Congress has the authority and the will to direct a 
program to address identified and documented health disparities affecting urban 
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American Indians and Alaska Natives. In these times of a rapid change in the 
health care system in America and the sharp escalation in the cost of health 
care, the importance of having organizations devoted to assuring access and 
quality health care for Indian people makes good public policy. It is fitting that the 
Congress continue this policy by reauthorizing Title V. 


Permit us to continue our effort to raise the health of Indian people, both on and 
off reservation, to its highest possible level. Provide us with the authority, the 
guidance, and the financial resources needed to achieve this noble goal. 

Thank you for offering me this opportunity to testify today. I will be happy to 
answer any questions. 
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AN URBAN INDIAN HEALTH INSTITUTE REPORT 


March 16, 2004 
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This report was prepared by Public Heahh - Seattle & King County on contract with the Seattle 
Indian Health Board’s Urban Indian Health Institute. 

The Urban Indian Health Institute (UIHI) is a division within the Seattle Indian Health Board 
(SIHB), a community health center targeting urban Americmi Indians and Alaska Natives. The UIHI 
provides centralized nationwide management of health surveillance, research, and policy considerations 
regarding the health status deficiencies affecting urban American Indians and Alaska Natives. 

Cover artwork by Joyce Troyer- Willson who is a member of the Tsimshian Tribe from Ketchikan, 
Alaska. She belongs to the Gishbuwidwada (Blackfish) Clan. Ms. Troyer- Willson served as a member of 
the SIHB Board of Directors for 1 0 years and served as Board President from 1 985 to 1 990. Her portfolio 
includes a totem pole raised in her ancestral village of Metlakatla, Alaska. 

To learn more about the Urban Indian Health Institute and to obtain copies of this report, please go to 
the website, www.uihi.org . 


Urban Indian Health Institute 
A division of the Seattle Indian Health Board 
P.O. Box 3364 
Seattle, Washington 98114 
(206) 324-9360 
www.uihi.org 
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whose mission is to provide a solid foundation for public health interventions and functions. The UIHI 
serves as the only urban focused “Tribal” Epidemiology center and is essential to completing the picture 

of National Indian Health status. 
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INTRODUCTION 

The Urban Indian Health Institute (UIHI), a division of the Seattle Indian Health Board, was 
created in July of 2000 as a national center to study health and social problems faced by urban American 
Indians and Alaska Natives. In spite of a growing awareness that more Indian people now live in 
American cities than on Indian reservations, federal policy toward Indian affairs continues to focus its 
information-gathering and financial resources on reservation communities. The UIHI assumed this lack 
of attention by those responsible for implementing the federal Indian policy had resulted in limited data 
describing the conditions faced by urban Indians, which subsequently delays successful interventions in 
urban environments. But this was a hypothesis, not a statement of fact. 

To this end, we examined the most often used sources of national data from an urban Indian 
perspective. We believed we would find both technical problems as well as numeric problems with 
existing data that would limit its usefulness. But we also felt by gathering and analyzing existing data, 
we could document the shortcomings of our current understanding of urban Indians and perhaps raise 
the interest of both public and private authorities that might share in our desire to aid this under- 
recognized group of Americans. 

This report provides a thorough review of national data on urban Indians from the U. S. Census 
and the National Center for Health Statistics. The report is intentionally limited to the U. S. counties 
served by the 34 non-profit Indian organizations that contract with the federal Indian Health Service. In 
reviewing the data, an additional 60 metropolitan areas had large enough AI/AN populations who could 
potentially benefit from an Urban Indian Health Organization in their area. 

The report illustrates some of the difficulties we face in trying to study a highly diverse and 
geographically dispersed urban Indian population, a fundamental characteristic of urban Indians today. 
Problems with statistical methodologies as well as the need for a greater sensitivity to confidentiality 
when dealing with Indian communities show up in the report figures. These are not unique factors to 
urban Indians, but they show some of the challenges we face as our work progresses. 

1 wish to thank the Public Health - Seattle & King County for their assistance in 
compiling this report. Their technical capabilities have taught us a great deal about the scientific 
difficulties we face. I would also like to thank Dr. Philip R. Lee, former Assistant Secretary for Health 
during the Clinton Administration and an internationally recognized authority on health policy for 
giving us a letter endorsing the study. In spite of the shortcomings in the presented data, we believe the 
findings illustrate that urban Indians face significant health and social problems that are not being 
adequately addressed by the federal government if the goal of reducing health disparities for minority 
populations by 2010 is to be achieved. 

In the future, the Urban Indian Health Institute will issue other reports and more targeted 
information to help urban Indian organizations, government agencies, and policy makers with their 
work. We invite your thoughts, comments, and suggestions on this report and questions that you may 
have about urban Indians that can help us plan and direct our studies. 


Ralph Forquera, Executive Director 
Urban Indian Health Institute 
Seattle Indian Health Board 
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Health Status of Urban American Indians and Alaska Natives 



STANFORD UNIVERSITY 


PROCiRAM IN HUMAN BIOLOGY • STANFORD. CA ‘)4305-2l60 
(650) 725-0336 • FAX (650) 723-5451 


February 2004 


To Interested Parties, 


Throughout the decade of the 1990s, proposals to address spiraling health care costs and the 
unequal manner in which health care is delivered in this nation gave rise to a new found 
recognition of health disparities, particularly among America's poor and ethnic minority 
populations. In my role as Assistant Secretary for Health, I was privileged to have the 
opportunity to visit many times with one gravely underserved group, American Indians. To this 
end, 1 participated in a series of listening sessions across Indian Country where I learned a great 
deal about the challenges Indians faced in getting proper health care. One group in particular 
stood out, the urban Indian. 


Urban Indians represent the largest segment of Indian people in the United States. But because 
they no longer live on Indian reservations, they frequently lose health care benefits promised to 
them by the United States government for giving up their lands. Many urban Indians struggle 
with the move to American cities and all too frequently experience poorer health than others and 
formidable barriers in accessing health care services. 

The federal Indian Health Service provides a miniscule amount of money each year to fund non- 
profit, urban Indian health agencies to help improve access to health care. But as more and more 
Indians move to American cities, this help never close to adequate becomes merely a drop in the 
bucket. The lack of adequate information to justify the need for greater assistance has been an 
excuse used to limit resources directed at urban Indians. 


This report, for the first time, documents the severe health disparities experienced by urban 
Indians. The findings, while limited because of inadequate data and financial sources directed to 
assist urban Indians, likely underestimate the full extent of the health problems. However, the 
report clearly shows that urban Indians are at a greater risk of poor health than most other 
Americans. 


As the debate over how to address health disparities in America continues, it is important that the 
health of urban Indians be added along side reservation Indians and other disenfranchised 
groups. This report makes it clear that to leave this gravely underserved population from policies 
and programs designed to address improvements in health care for all Americans is 
unacceptable. The first Americans should be the first priority in achieving the goal of Healthy 
People 2010 to eliminate health disparities. 



Consulting Professor of Human Biology, Stanford University 

and Professor of Social Medicine (Emeritus). Department of Medicine, 

and Senior Advisor, Institute for Health Policy Studies, School of Medicine, UCSF 
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Report Highlights - At a Glance 

At the turn of the 20'*' century, over one million Americans reporting American Indian or Alaska Native 
(AI/AN) heritage on the 2000 census lived in 34 uiban areas which are currently served by Urban Indian 
Health Organizations (UIHO) funded in part by the U.S. Indian Health Service. This report briefly reviews 
selected census, mortality, and birth data in an effort to assess the health status of Urban Indians living in 
UIHO service areas. Key findings from this assessment include; 

Population Statistics and Socioeconomic Status (SES) 

• Four million Americans indicated on the 2000 census that they were of American Indian or Alaska 
Native heritage. Of these, nearly 70% lived in urban areas and 25% lived in counties served by UIHO. 

• Based on 1999 income, nearly one in four Indians (25%) residing in UIHO areas lived in poverty [i.e., 
below 100% of Federal Poverty Level (FPL)] and nearly half (48%) lived in households with incomes 
below 200% FPL. These rates are substantially higher than the rates for the general (all races combined) 
population (i.e., 14% below 1 00% FPL and 30% below 200% FPL). 

• Similar disparities which may put Indians at a disadvantage with respect to better health and health care 
access compared to the general population are evident in other socioeconomic (SES) and census 
indicators (e.g., educational attainment, employment status, single-parent status, disability). 

• SES and other census indicators for AI/AN alone or in combination with other races were in genera! 
slightly better than the rates for persons reporting AI/AN race alone. However, for all measures 
examined, significant disparities remained when either group was compared to the general population. 

Maternal and Child Health 

• Over the 1991 to 2000 period, the annual average number of births to AI/AN mothers in UIHO areas was 

8 , 000 . 

• Over the 1991 to 2000 period, AI/AN mothers living in UIHO areas were less likely than the total for all 
mothers in these areas to deliver infants with low birth weights. However, several factors that may be 
associated with poor infant health were more common among children of AI/AN mothers. These factors 
included: 1) mother’s age less than 18 (80% higher than the rate for all mothers combined), 2) single 
marital status (73% higher), 3) premature delivery (13% higher and increasing overtime), 4) late or no 
prenatal care (115% higher and decreasing), and 5) smoking during pregnancy (61% higher and 
decreasing). 

• Over the period from 1995 to 2000, infant mortality among children bom to AI/AN mothers living in 
UIHO service areas was 33% higher than the rate for all children. This rate has remained level over this 
time period, while the general rate has decreased. 

• Sudden Infant Death Syndrome was the leading cause of infant death among children bom to AI/AN 
mothers living in UIHO service areas. The rate of SIDS was 157% higher when compared to the overall 
rate for all children combined. 

General Mortality 

• Available mortality data for the period 1990 to 1999 pertaining to Indians living in UIHO service area 
and nationwide are substantially underreported due to miscoding of Indian race on death certificates. 

• Despite racial miscoding on death records, several significant disparities are evident with respect to 
higher rates of death due to accidents (38% higher than the general population rate), chronic liver disease 
and cirrhosis ( 1 26% higher), and diabetes (54% higher). Alcohol-related deaths in general were 1 78% 
higher than the rate for all races combined. 

This assessment documents SES and health indicators demonstrating both progress toward better health 
among Indians living in UIHO areas, and also the existence and continuation of substantial health disparities 
when compared to the general population. Improvements in data collection pertaining to AI/AN race are 
urgently needed to better understand the true health status of Indians living both in urban areas and 
nationwide and to accomplish national goals of eliminating health disparities by the year 2010. 
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A. Overview and Methods 

More American Indians and Alaska Natives 
(AI/AN) now live in major metropolitan regions 
of the nation than on Indian reservations. The 
2000 census found that nearly 70% of 
Americans self-identifying as American Indian 
or Alaska Native alone or in combination with 
another race were living in urban areas. In spite 
of this geographic shift, and because the urban 
Indian populations in these areas are 
geographically dispersed and relatively small 
compared to the general population, little is 
known about their general health status. 

The U.S. Indian Health Service (IHS) has 
recognized this geographic shift for many years 
and to better provide services to Indians living 
in urban areas, has provided funding to non- 
tribal, non-profit agencies that provide either 
direct or referral health services to Urban 
Indians living in 34 major metropolitan urban 
areas (Figure A-1, and Appendix A-1). These 
agencies in this report are referred to 
collectively as Urban Indian Health 
Organizations (UIHO). 


This report examines several sources of data in 
order to better describe the health status and 
health needs of AI/AN living in areas served by 
the Urban Indian Health Organizations. 

Methods 

Types of Data. Four major national sources of 
data for which AI/AN race is collected were 
used. These sources of data include: 

1) 1 990 and 2000 U.S. Census data, 

2) Mortality records derived from death 
certificates covering the period from 1990 to 
1999; 

3) Natality or birth certificate data for the 
period 1991 to 2000; and 

4) Combined infant mortality and birth data for 
the period 1995 to 2000. 

Due to the unavailability of infant mortality data 
for the years 1 992 to 1 994, only the years 1995 
to 2000 were analyzed. 


Figure A-1. Cities with Urban Indian Heaith Organizations funded by the U.S. Indian Health 
Service, 2003. 
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Geography. The smallest geographic unit 
available to all datasets was the county of 
residence. Data, therefore, are analyzed 
according to UlHO service areas that comprise 
counties designated by each program as the 
location in which a significant number or 
proportion of their patients or clients reside (see 
Appendix A-1 for a list of counties included in 
program service areas). The combined infant 
mortality-natality data, however, were further 
restricted to counties with populations of 
250,000 or more based on the 1 990 census for 
confidentiality reasons (see Appendix A-t). In 
general, it is important to keep in mind that 
Indians living in counties included as UIHO 
service areas undoubtedly obtain health services 
or health referrals from other agencies 
(including IHS facilities located on reservations) 
both inside and outside of the local UIHO 
service area counties. This report, therefore, is 
intended to reflect only the health status and 
potential need of Indians living in these areas, 
and not the care or services provided by the 
UIHO. 

Race Classifications. The AI/AN race 
classification in this report has several variations 
due to the manner in which this information has 
been collected. Mortality, natality, and linked 
birth/mortality data utilize five racial categories 
(white, black, AI/AN, Asian/Pacific Islander, 
and Other) as was collected in the 1 990 census. 
Data from the 2000 census, however, allowed 
for six main racial categories (white, black, 
AI/AN, Asian, Hawaiian or other Pacific 
Islander, and Other). The 2000 census also 
allowed persons completing the census to 
choose whether they were of mixed racial 
backgrounds. In this report “American 
Indian/Alaska Native,” “AI/AN,” and “Indian” 
are used interchangeably and, unless otherwise 
specified, refer to a single race category that is 
applicable, but not necessarily always 
completely comparable, to all datasets analyzed 
for this report. 

Calculation of Rates. In order to make 
comparisons between populations living in 


different areas, rates are calculated which 
generally include the number of events divided 
by the relevant population. As an example, a 
mortality rate is calculated by dividing the 
number of deaths by the population. These 
rates, however, may be affected by age 
differences in the make up of the population. In 
the case of mortality, it would naturally be 
expected that an area with a large proportion of 
elderly residents would have a higher death rate 
than one with a smaller proportion of elderly 
residents. With the exception of age-specific 
rates, all mortality rates reflecting the entire 
population are age-adjusted to a standardized 
year 2000 age distribution’. 

Statistical Population Estimates. Mortality and 
birth rate populations are calculated using 
population estimates based on the 2000 census 
which have been adjusted to reflect 1990 census 
racial groupings. These estimates, created by 
the U.S. National Centers for Health Statistics, 
are called “bridged” race populations.” 

Statistical Significance. The term “significanf ’ 
when comparing numerical data implies a 
statistically significant difference in rates. In 
this report error margins or 95% confidence 
intervals (CIs), a measure that reflects the effect 
of random chance associated with the 
occurrence of an event, are reported in the 
appendices. When the CIs of rates being 
compared do not overlap, the rates are said to be 
“statistically significant” or unlikely to occur as 
a matter of random chance. 

Adjustment Factors for Racial Miscoding in 
Vital Records. Substantial miscoding of AI/AN 
race on vital records has been documented."' " 
Although adjustment factors have been 
developed and used by Indian Health Service at 
the regional and state levels, these adjustment 
factors are not used in this report since they 
were not developed for use at the county level. 

In addition, the IHS adjustment factors were 
created by matching death records with IHS 
patient registries. These estimates of miscoding, 
therefore, likely underestimate persons who are 
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not enrolled in the IHS system. This may be 
particularly true for persons who live in urban 
settings who either never use IHS facilities or 
who are not members of Federally recognized 
tribes who would, therefore, not be entitled to 
IHS services. 

Disease Classification. Leading causes of both 
infant and general mortality in this report are 
classified using the Tenth Revision of the 
International Classification of Diseases (ICD- 
10) which began to be used with U.S. mortality 
records in 1999. Prior to 1999, data were coded 
using ICD-9. Since mortality data presented in 
this report are derived from data which used 
different systems, all leading causes of death for 
pre-i999 records have definitions using either 
ICD-9 or lCD-10 codes and discrepancies that 
arise between the two systems are adjusted 
using comparability ratios developed by the 
U.S. National Centers for Health Statistics.' 

Analysis Restrictions. In general, with the 


❖ The 2000 census was the first in the nation’s 
history to allow persons to identify as one or 
more races. Of those identifying as AI/AN, 
approximately 60% or two and a half 
million persons identified as AI/AN alone. 

❖ The 1990 census, however, allowed only 
one race selection, thus making direct 
comparisons to the 2000 census difficult. 
Since many vital statistics measures have 
depended on the single race designation 
allowed in the 1990 census, the U.S. 
National Centers for Health Statistics 
(NCHS) have developed “bridged” 
population estimates based on the 2000 
census which are in the single race 
categories similar to the 1990 census. Using 
these bridged population figures, NCHS 
estimates that in 2000 nearly three million 
Americans (an increase of over 50% from 
1990) would have been likely to self- 
identify as AI/AN if they had been asked 
about their race in the same manner as on 


exception of census data, data are presented as 
a ten-year average in the case of mortality 
(1990-99) and natality data (1991-2000), and 
as a six-year average for infant mortality 
records. These averages improve the stability 
of the estimates and protect individual 
confidentiality. In addition, mortality and 
natality data are not presented when the 
number of events (e.g., births, deaths) for a 
particular area is less than ten. 

Data Analysis. The results presented in this 
report were created using VistaPHw software 
created by Public Health - Seattle & King 
County for analysis of vital statistics and 
census data." 

B. Population Statistics 

❖ On the 2000 U.S. Census over four million 
Americans indicated their racial 
background to be American Indian or 
Alaska Native (AI/AN) alone or in 
combination with another race (Figure B-1 
and Appendix B-1). 


Figure B-I. American Indian/Alaska Native population 
living in Urban Indian Health Organization (UIHO) service 
areas and U$ Total, 1990 and 2000. 



UIHO Total US Total 

Sou!t»: 1990 and 2000 U.S. Census- 

Bridged etirn^s develops by U.S. National Center for Health Statistics 
(frtqj://www.cdc.gov/nchs/about/fnajor/dvs/popbridge/popbridge.htm). 
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the 1990 census (Figure B-1 and 
Appendix B-1). In addition, nearly 
800,000 AI/AN (an increase of over 80% 
compared to the 439,000 who self- 
identified as AI/AN in 1990) would be 
living in UlHO service areas. 

❖ Of the persons who identified themselves 
as AI/AN alone or in combination with 
some other race, one quarter (25%) lived 
in counties served by UIHO (Figure B-2 
and Appendix B-2). Another 46% of 
Indians, however, lived in census defined 
urban areas which lay outside UIHO 
service areas. 


Figure B-2. American Indian and Alaska Native papulation 
residing in the U.S., 2000. 


Urbm Area (outside UIHO Rural Area (outside UIHO 

SMvtce area counties) (46%) swice area counties) (29%) 



Living in County Served by Urban indist Health O^onizatitm (UIHO) (25%) 


❖ The population of Indians living in 
counties served by UIHO varies 
substantially by location of the 
organization. Populations of AI/AN alone 
or in combination with other races range 
from about 1,000 in the Butte MT area to 
nearly 140,000 in the Los Angeles CA area 
(Figure B-3 and Appendix B-1). 


Figure B-3. American Indian/Alaska Native (AI/AN) population living in Urban Indian Health 
Organization service areas, 2000. 
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Source: 2000 U.S. Census. 
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Poverty Status 


Figure B-4. Poverty status, 1989 and 1999. 


According to 1999 income reported on the 
2000 U.S. Census, nearly one in four 
Indians (24%) residing in UIHO service 
areas lived in households with incomes 
below poverty (Figure B-4 and Appendix 
B-3). While this rate was lower than the 
rate recorded for 1989 (28%), it was 
nearly twice as high as the rate for all 
persons living in these areas (14%). 

The poverty rate for all AI/AN living in 
the U.S. was slightly higher than for those 
living in the urban organization areas 
(26% and 24%, respectively). 

The highest rates of poverty were among 
Indian children living in the urban 
organization areas and in the U.S. as a 
whole (30% and 32%, respectively) 
(Figure B-5). These rates were nearly 
twice as high as the corresponding total 
populations (18% and 17%, respectively). 


utHO Total 

Source; 1990 and 2000 U.S. Census 


Poverty rates for Indian adults were lower 
than the rates for children (21% for adult 
Indians in urban organization areas and 
23% for Indians nationwide), but nearly 
four times higher than the comparable 
general adult rates (6% and 5%, 
respectively). 

In 1999, nearly half (48%) of Indians 
living in UIHO service areas lived in 
households with incomes below 200% of 
poverty (Appendix B-4). This rate was 
similar to the rate for all AI/AN 
nationwide (51%), but was substantially 
higher than the rate for the general 
population (about 30% in both the UIHO 
areas and nationwide). 

AI/AN poverty in UIHO service areas 
ranged from 13% in the San Jose CA 
service counties to 56% in the Butte MT 
area (Figure B-6, Appendices B-3 and B- 
4). In all areas, AI/AN poverty exceeded 
the rates for the corresponding total 
population (e.g., 8% and 15% in the San 
Jose and Butte areas, respectively.) 


Figure B-S. Poverty status by age groupiugs, 1999. 

3S% , 

1 B UiHO.AI/AW Alone B US-AIIAN Alone Q UIHO-AII Races Q US.AII Race 

I 



Source: 20(X> U.S. Census 
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Figure B-6. Percent living in households with income less than poverty, 1999. 


70% 



Source; 2000 U.S. Census. 


❖ Poverty among AI/AN alone or in 
combination with other races was 
somewhat lower than the AI/AN alone 
rate, but still substantially higher than the 
corresponding total rates for all races 
combined. 

Educational Attainment 

❖ In 2000, about 70% of Indians, age 25 and 
older, who lived in UIHO service areas 
and nationwide reported having a high 
school diploma or GED compared to 80% 
for the general population (Figure B-7 and 
Appendix B-5). 

❖ The percentage of AI/AN who lived in 
UIHO areas and reported having a 4-year 
college degree or higher, was less than 
half the rate for the general population 
(13% and 29%, respectively). 


Figure B-7. Educational attainment (age 25 and older), 
1990 and 2000. 



•Coll^ ttegree refers to a four-year bachelor’s degree or higher. 
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Employment Status 

❖ In 2000, unemployment among AI/AN 
was similar in both urban and national 
settings with about 12% of Al/AN 
reporting not being employed. 
Unemployment among the total 
population, however, was half the AI/AN 
rate or 6% (Figure B-8, B-9 and Appendix 
B-6). 

❖ In general unemployment rates reported in 
the 2000 census were higher than those 
reported in 1990. These differences, 
however, may have been due to 
differences in the way employment-related 
questions were asked on census forms.''" 

❖ Unemployment varied greatly by service 
area with 7% of Al/AN reporting being 
unemployed in the Oakland CA area and 
22% in the Butte MT area (Figure B-9 and 
Appendix B-6). 


Figure B-S. Unemployment trends, 1990 and 2000. 
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UIHO Total US Total 

Source; 1 990 and 2000 U.S. Census 


Figure B-9. Unemployment by service areas, 2000. 
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Source: 2000 U.S. Census. 


476 


p, 8 Health Status of Urban American Indians and Alaska Natives 


Single Parent Households 

❖ In 2000, more children under the age of 1 8 
lived in households with only a single 
parent present than in 1990 (Figure B-10 
and Appendix B-7). 

❖ Among Indians, 46% of households were 
headed by a single parent in the urban 
organization areas, compared to 44% for 
all Indians nationwide. All race 
population totals were significantly lower, 
with 31% of households in the urban 
organization areas being headed by a 
single parent and 29% nationwide. 

❖ Considerable variation exists by region 
with 32% of AI/AN households in the 
Santa Barbara CA area having a single 
parent compared to the Pierre SD area 
where 70% of households had only a 
single parent (Figure B-1 1 and Appendix 
B-7). 


Figure B-10. Single parent households, 1990 and 2000. 
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Figure B-ll. Single parent households by service areas, 2000. 



Source: 2000 U.S. Census. 


s 

I g 


s s I a s g 


filMif 



I s 


Soarce: 2000 U.S. Census. 



478 


p. 10 Health Status of Urban American Indians and Alaska Natives 


C. Maternal and Child Health 

Birth Statistics 

❖ Close to 400,000 infants were bom to 
mothers who reported that they were of 
American Indian or Alaska Native heritage 
over the ten-year period from 1991 to 2000. 
Of these, over 80,000 or an average of 8,000 
infants annually were bom in counties 
served by Urban Indian Health 
Organizations, (Appendix C-1). 

❖ Although the national AI/AN birth rate 
during the 1991 to 2000 period was higher 
than the general U.S. birth rate (15.5 and 
14.8 per 1,000 persons, respectively), the 
AI/AN rate in urban organization counties 
was nearly one quarter lower than the 
general birth rate recorded in these areas 
(12.8 and 16.5 per 1,000 person, 
respectively). (Figure C-1 and Appendix C- 

l)• 

❖ Some of the differences observed between 
rates in the urban organization counties may 


be due to racial misclassification on birth 
certificates. This is especially evident with 
respect to individual organization area rates, 
which range from 4 births per 1,000 persons 
in the New York NY area to 26 births per 
1,000 persons in the Pierre SD area. In 
particular, AI/AN birth rates that are well 
below the overall U.S. rate should be 
examined further to determine whether 
racial miscoding on the birth certificates in 
these areas is a major source of the observed 
discrepancies. 


Figure C-1. Births to mothers who are American Indians/Alaska Natives (AI/AN) living in Urban Indian 
Health Organization (UIHO) service areas, 1995-2000. 


30 


■ AI/AN □ All Races 



‘Significant difference between njtes for AI/AN and all races combined. Source: U.S. Centers for Health Statistics, 
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Low Infant Birth Weight 

❖ From 1991 to 2000, a significantly lower 
percentage of infants of AI/AN mothers 
were born in UIHO service areas and 
nationwide with low birth weight (less 
than 2,500 grams) compared with the rates 
for all infants combined (Figure C-2 and 
Appendix C-2). 

❖ However, this trend was not consistent in 
all urban organization areas, with the 
lowest rates of low infant birth weight 
being observed in Santa Barbara CA 
(4.8%) and the highest rate observed in the 
New York NY area (10.7%). 

❖ The rate of infants with low birth weight 
has also increased significantly nationwide 
and among all races in the UIHO areas 
(Figure C-3) 


Figure C-3. Low birth weight trends, three-year averages, 
1991-2000. 




• Significant increasing trend. Source; U.S. Centers for Health Statistics. 


Figure C-2. Low birth weight by service areas, tea-year averages, 1991-2000. 



Notes; Results pertain to UIHO service areas with !0 or more occurrences of low birtti weight to AI/AN mothers 
•Significant difference bertveen rates for AI/AN all races combined. 

Source: U.S. Cenlen; for Health Statistics. 
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Births to Teenage Mothers and Mother’s Figure C-5. Trends in. births to teen mothers (age 18 and 
Marital Status under), three-year averages, 1991-2000. 


❖ Births to Indian mothers under age 18, in 
UIHO areas and nationwide, accounted for 
approximately 8% of the infants born in 
the period from 1991 to 2000. This rate 
was significantly higher than the rate for 
all mothers which was about 5% both 
nationwide and in the urban organization 
counties (Figure C-4 and Appendix C-2). 

❖ Over this 10-year period, however, the rate 
of teen mothers has dropped significantly 
among AI/AN mothers nationwide and 
among all mothers both nationwide and in 
the urban organization areas (Figure C-5). 

❖ In addition, over half of all children bom 
to Indian mothers were bom to mothers 
who were not married (60% in UIHO 
areas and 57% nationwide). These rates 
are substantially higher than the 
corresponding all-race rates (35% in the 
UIHO counties and 32% nationwide). 
(Appendix C-2). 



Figure C-4. Births to teen mothers (age 18 and under) by service areas, ten-year averages, 1991-2000. 
1 ■ AI/AN o All Races 


14% I 



Notes: Results pertain to UIHO service areas with 10 or more occurrences of births to teen AI/AN mothers 
*Signiftcanl difference between rates for AI/AN and all races combined. 

Source: U.S. Centers for Health Statistic.s. 
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Premature Births 

❖ The rate of premature births to Al/AN 
mothers (about 12% in both UIHO areas 
and nationwide) was significantly higher 
than the rates for all races combined in 
corresponding areas (approximately 1 1%) 
(Figure C-6 and Appendix C-2). 

❖ Similar to the rates for all races combined, 
rates of prematurity have also increased 
significantly for Al/AN mothers 
nationwide during the period from 1991 to 
2000 (Figure C-7). 

❖ Variations by organization areas are also 
evident with the lowest rates of 
prematurity among Al/AN mothers 
occurring in the Jamaica Plains MA area 
(8%) and the highest rate occurring in the 
New York NY area (14%) (Figure C-6 and 
Appendix C-2). 


Figure C-7. Trends in premature births, three-year 
averages, 1991-2000. 



i i i 


• Significant increasing trend. Source; U.S. Centers for Health Statistics. 


Figure C>6. Premature births by service areas, ten>year averages, 1991-2000. 
16% 1 

UiHO*AI/AN:12.2% 


14% H 

12 % -! 

I 10% 

ffl 

§ 8% 

□ 

i 6% 

4% 

2% 

0% 


US- 


il 


- Al/AN; 12.1% 


SsSSglgsieiSggiSiaSilsShsI 

"20“,? 32“',a3S5-Fi-*<= 


I Al/AN □ All Races 


[ii 


s $ w 

I § * 

S g, c 


^ hd $- 

s < z 

= ^ t 


Notes: Results penain to UIHO service areas with 1 0 or more premature birtte to Al/AN motiiers. 
‘Significant difference between rates for Al/AN and all races combined. 

Source; U.S. Centers for Health Statistics. 
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Late or No Prenatal Care 

❖ Over 7% of Al/AN mothers both in UIHO 
service areas and nationwide who 
delivered children over the period from 
199! to 2000 either did not receive 
prenatal care until the 3'"'* trimester of 
pregnancy or did not receive it at all. 

These rates were significantly higher than 
the corresponding rates for all mothers 
combined with about 3% receiving late or 
no prenatal care (Figure C-8 and Appendix 
C-2). 

❖ Despite continuing overall disparities, the 
rate in receiving late or no prenatal care 
has decreased significantly, both 
nationally and in the urban organization 
areas (Figure C-9). 

❖ Rates of receiving late or no prenatal care 
varied greatly by urban organization areas, 
with the lowest rates observed in the Santa 
Barbara CA (3%) area and the highest 
rates in the Minneapolis MN area (12%) 
(Figure C-8 and Appendix C-2). 


Figure C-9. Trends in receiving late or no prenatal care, 
1991-2000. 



♦ Significant trend. Source: U S. Centers for Health Statistics. 



Notes: Results pertain to UIHO servits areas with lOormoretoAi/ANnwtlwrs who received late or no prenatal care to Al/AN mothers. 
♦Significant difference between rates for AI/AN and all races corabined. 

Source: U.S. Centers for Health Statistics. 
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Smoking during Pregnancy 

❖ At both the urban organization and 
national levels, the rates of smoking 
during pregnancy by Al/AN mothers were 
significantly higher (17% in UIHO areas 
and 21% nationwide) than the rates for 
mothers of all races combined (about 11% 
in UIHO areas and 14% nationwide) 
(Figure C-10 and Appendix C-2). 

❖ The rate of smoking over the 10-year 
period from 199) to 2000, however, has 
decreased significantly both in UIHO 
areas and nationwide (Figure C-ll). 

❖ These rates differed significantly by 
organization area and ranged from about 

1 % in the Flagstaff AZ area to 45% in the 
Minneapolis MN area (Figure C-10 and 
Appendix C-2). 


Figure C-Il. Trends in smoking during pregnancy, three- 
year averages, 1991-2000. 
ass-. 



• Significant downward trend. Source: U S, Centers for Health Statistics. 


Figure C-10. Smoking during pregnancy by service areas, ten-year averages, 1991-2000. 



Notes: Results pertain to UIHO service areas with 10 or more births to AI/AN mofliers who snioked during pregnancy. 
’Significant difference between rates for AI/AN and all races combined. 

Source: U.S. Centers for Health Statistics, 
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Alcohol Use during Pregnancy 

❖ At both the urban organization and national 
levels, the rates of alcohol consumption 
during pregnancy by mothers were the same 
among Indians as for all races, or 0.3% 
(Figure C-i2 and Appendix C-2). 

❖ No significant trends were observed over the 
10-year period from 1991 to 2000. 

❖ Although some differences were observed 
with respect to alcohol consumption during 
pregnancy in some of the UIHO areas when 
the rates for Indian mothers were compared 
to all race totals, these differences were not 
statistically significant (Figure C-12 and 
Appendix C-2). 


Figure C-12. Use of alcohol during pregnancy by service areas, ten-year average, 1991-2000. 

1 ■ AI/AN □ All Races 



Notes: Results pertain to UIHO service areas wilJi 1 0 or more to births to AI/AN mothers who consumed alcohol during pregnancy. 
*Significant difference between rates for AI/AN ^d all races combined. 

Source: U.S. Centers for Health Statistics. 
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Infant Mortality 

❖ The average mortality rates over the 
period 1995 to 2000 among infants bom to 
AI/AN mothers are nearly the same in 
UIHO areas with county populations over 

250.000 and nationwide (8.8 and 8.9 per 

1.000 live births, respectively) (Figure C- 
13 and Appendix C-3). Both rates, 
however, were significantly higher than 
the rates corresponding to the general 
populations of these areas (6.6 and 7.1 per 

1,000 live births, respectively). 

❖ Although mortality rates declined over the 
period from 1995 to 2000 among infants 
of all races combined, both in the UIHO 
areas and nationwide, no significant trends 
are evident among infants bom to AI/AN 
mothers (Figure C-14). 

❖ Among UIHO areas, infant mortality 
ranged from 7.2 per 1000 live births in the 
Los Angeles CA area to 2 1 .5 per 1 000 live 
births in the Chicago area. 


Figure C-14 Trends in infant mortality, 1995-20t>0 



0 a... 


•Significant downward trend. 

Source: U.S. Centers for Health Statistics. 


Figure C>13. Infant mortality by service areas, six-year averages, 1995-2000. 

' ■ AI/AN □ Alt Races 



Notes: Results pertain to UIHO service areas with 1 0 or infant deaths to AI/AN mothers. 
•Significant difference between rates for AI/AN and all races combiiwd. 

“Partial” refers to the inclusion of only those counties with a 1990 population of 250,(XX) or more. 
Source: U.S. Centers for Health Statistics 
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Infant Mortality due to SIDS Figure C-15. Infant mortality due to SIDS, 1995-2000. 

❖ Sudden Infant Death Syndrome (SIDS) 
was the leading cause of death among 
infants bom to AI/AN mothers living in 
UIHO counties with populations of 

250.000 or more. The AI/AN rate was 
over twice as high as the rate for all infants 
in the corresponding area (1.8 and 0.7 per 

1.000 live births, respectively) (Figure C- 
15). 

❖ The SIDS mortality rate among children 
born to AI/AN mothers nationwide (1.6 
per 1,000 live births) was not statistically 
different than the UIHO area rate. 



UIHO Total (ParUair 


•Significant difTerence between AI/AN and All Races rates. 

“Panial” refers to the inclusion of only those counties with a 1 990 population of 
250,000 or more. Source: U.S. Centers for Health Statistics 


•> Although a significant downward trend in 
mortality is observed for infants bom to 
AI/AN mothers nationwide over the 1 995 
to 2000 period, no significant trend is 
evident among those living in the UIHO 
areas (Figure C-16). The overall trends 
for SIDS deaths in the general population 
during this period were downward in both 
UIHO areas and nationwide. 


Figure C-16. Trends in infant mortality due to SIDS, 1990- 
1999. 



•Significant downward trend Source: U.S, Centers for Health Statistics. 
“Partial” refers to the inclusion of only those counties with a 1 990 population of 
250,000 or more. Source; U.S. Centers for Health Statistics 
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Factors Associated with Infant Deaths 

❖ The most common factors associated with 
death among infants bom to AI/AN mothers 
living in UlHO areas over the period from 
1995 to 2000 were single marital status 
(associated with 70% of the infant deaths), 
low birth weight (54%), and prematurity 
(54%) (Figure C-17 and Appendix C-4), 

Very low birth weight of the infant was 
associated with 39% of the infant deaths. Of 
these factors, only single marital status was 
more common among AI/AN mothers than 
among mothers of all races combined (i.e., 

70% and 50%, respectively). 

<• Smoking during pregnancy (25%), mother’s 
age less than 18(1 1%), maternal alcohol 
consumption (9%), and late or no prenatal 
care (7%) were all significantly more 
common among AI/AN mothers with infant 
deaths than among all mothers combined. 


Figure C-17. Factors associated with infant deaths, six-year averages, 1995-2000. 

80% I 0 UIHO(partial)-AI/AN m UIHO(partial)-AII Races □ US-AI/AN O US-All Races 


as 



Uate (3rd} or No Mat«nal Alcohol Mother's Age Maternal Very Low Birth Premature Low Birth Weight Mother 

Prenatal Care Use <18 Smoking Weight (< ISQOg) (calculated {<2500g} Unmarried 

gestation) 


All AI/AN rates were significantly diflerent than the cotrespondingra^ for all laccs combined. ‘'Partial” refers to the inclusion of only those counties 
with a i 990 population of 250,000 or more. Source; U.S, Centers for Health Statistics 
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Figure D-1. Mortality trends, three-year averages, 1990- 
D. General Mortality Statistics 1900- 


Miscoding of Indian race on death certificates 
has been documented in several sources'”' 
and adjustment factors have been developed to 
address misreporting at a regional level, 
However, currently available adjustment 
factors were not developed for use at the 
county level and, therefore, are not reflected in 
the results presented in this report, nor do the 
adjustment factors apply to some urban areas 
where rates may be half or less than half the 
rate for the general population in the UIHO 
areas combined. Therefore, many of the 
results presented here may be unrealistically 
low due to these misreporting problems. 

Those areas where rates fall well below the 
rates for the general population living in the 
UIHO areas should especially be targeted for 
efforts to devise strategies for improving the 
collection of racial background on vital 
statistics records. 


950 1 




AH Causes of Mortality 


’Significant downward trend. 

Source: U S. Centers for Health Statistics. 


❖ During the 1 0-year period from 1 990 to 
1 999 nearly 100,000 deaths nationwide have 
been reported among Indians. Of these 
nearly one fifth (about 18,000 or an annual 
average of 1,800) have been among Indians 
living in UIHO service areas (Appendix D- 
1 ). 


❖ While this period has seen a significant 
decrease in mortality among all races both 
nationwide and in the urban organization 
areas, Indian mortality nationwide has 
increased (Figure D-1). However, in urban 
organization areas there has been a 
significant decline in reported deaths. 
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❖ Significant discrepancies between age- 
adjusted Al/AN and total mortality rates 
exist. For example, the ten-year averse 
rate of total mortality was 883.2 deaths per 
100,000 persons living in UIHO areas, the 
rate among Al/AN living in these areas was 
35% lower, or 573.9 per 100,000. 
Nationwide the Al/AN rate was somewhat 
higher (569.0 per 100,000) or about 15% 
less than the total rate (about 902.1 per 
100,000) (Figure D-2 and Appendix D-1). 

❖ By organization area, mortality rates range 
from a low of 1 20. 1 per 1 00,000 in the New 
York NY area to 1,387.6 in the Helena MX 
area. 


Figure D-2. Mortality by service areas, ten-year averages, 1990-1999. 
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Notes: Results pertain to UIHO service areas with 10 or more Al/AN deaflis. 
‘Significant difference between rates for Al/AN and ail faces combined. 
Source: U.S Centers for Health Statistics. 
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Heart Disease Mortality 

❖ Although the general heart disease 
mortality rates both in UlHO areas and 
nationwide have been nearly the same (10- 
year average about 290 per 100,000), 
significant differences exist between the 
rates for AI/AN living in the urban 
organization areas and nationwide (10- 
year average rate was 145.0 per 100,000 
among Al/AN in UIHO areas, while 206.0 
per 100,000 for nationwide) (Figure D-3 
and Appendix D-1). 

❖ Heart disease mortality has decreased 
significantly during the period 1990 to 
1999 among Indians and among the 
general population (Figure D-4), 

❖ By area, the rates among AI/AN ranged 
from 45.7 per 100,000 in the Dallas TX 
area to 385.4 per 100,000 in the Green 
Bay W1 area. 


Figure D-4. Trends in heart disease mortality, three-year 
averages, 1990-1999. 


3SO , 



❖ Significantly higher rates between Al/AN 

and all races were observed in the .sigrincam downward «ad, 

Minneapolis MN and Green Bay WI areas, source: u.s. centers for Health statistics. 


Figure D-3. Heart disease mortality by service areas, ten-year averages, 1990-1999. 



Notes; Results pertain to UIHO service areas with tOor more AI/AN deaflis due to heart disease. 

♦Significant difference between rates for Al/AN and ait races combined. Source; U.S. Centers for Health Statistics. 
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Cancer Mortality 

<• Cancer was the 2"“* leading cause of death 
among Indians both in the urban 
organization areas and nationwide. 

❖ The 10-year average rate for AI/AN was 
significantly lower for AI/AN living in the 
urban organization areas compared with 
Indians nationwide (98.0 per 100,000 
compared to 137.3 per 100,000, 
respectively). These rates were both 
substantially lower than the total rates both 
nationwide and in the urban organization 
areas (210.0 per 100,000 and 201.8 per 
100,000, respectively). (Figure D-5 and 
Appendix D-1). 


Figure 0-6. Trends in cancer, three-year averages, 1990- 
1999. 


225 - 



❖ Cancer mortality rates ranged by area from 
20.0 per 100,000 in the New York NY 
area to 295.2 per 100,000 in the Billings 
MT area. 

❖ While the overall all-race cancer rate has 
begun to decrease during the period from 
1990 to 1999, the cancer rate among 
AI/AN has remained level (Figure D-6). 



•Significant downward u«nd. 

Source; U S. Centers for Health Statistics, 


Figure D-5. Cancer mortality by service areas, ten-year averages, 1990-1999. 

’ I AI/AN □ All Races 



Notes: Results pertain to UIHO service areas with 10 or more AI/AN deatiis due to cancer. 

•Significant difference between rates for AI/AN and all races combined. Source; U.S. Centers for Health Statistics, 
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Lung Cancer Mortality 

❖ Lung cancer mortality was the leading 
type of cancer among Indians living in the 
UIHO areas and nationwide, 

❖ The average ten-year rates over the period 
from 1990 to 1999 among AI/AN living in 
the UIHO areas were lower than the rate 
for Indians nationwide (24.9 per 100,000 
and 36.1 per 100,000, respectively). 

These rates were both significantly below 
the cancer mortality rates for all races 
(51.2 per 100,000 in UIHO areas and 57.3 
per 100,000 nationwide) (Figure D-7 and 
Appendix D-1). 

<' Lung cancer mortality rates ranged from 
15.4 per 100,000 in the Los Angeles CA 
area to 102.2 per 100,000 in the Billings 
MT area. 

❖ Despite decreasing overall lung cancer 
rates both nationwide and in the UIHO 
areas, lung cancer among Indians in both 
urban organization areas and nationwide 
has increased (Figure D-8). 


Figure D-8. Trends in lung cancer mortality, three-year 
averages, 1990-1999. 

70 , 
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Figure D-T. Lung cancer mortality by service areas, ten-year average, 1990-1999. 



Notes. Results pertain to UIHO service areas witti 10 or more AI/AN deaths due to lung cancer. 

•Significant difTerence between rates for Ai/AN and all races combined. Source: U.S. Cwiters for Health Statistics. 
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Unintentional Injury Mortality 

❖ Mortality due to accidents or unintentional 
injury was the 3"* leading cause of death 
among Indians living in UIHO areas. 

❖ Despite underestimates resulting from 
misclassification of Indian race on death 
certificates, unintentional injury mortality 
among Indians in both the urban 
organization areas and nationwide (42.7 
per 100,000 and 60.4 per 100,000, 
respectively) significantly exceeded the 
comparable overall rates (30.9 per 100,000 
and 36.1 per 100,000, respectively). 

(Figure D-9 and Appendix D-1). 

❖ Mortality rates ranged from 5.6 per 
100,000 (New York NY) to 139.7 per 
100,000 (Flagstaff AZ). 

❖ During the 1990 to 1999 period, the rate of 
unintentional injury mortality decreased 
overall nationwide and in the urban 
organization areas and among Indians 
nationwide (Figure D-10). 


Figure D-10. Trends in unintentional injury mortality, 
three-year averages, 1990-1999. 
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•Significant downward trend. 

Source: U.S, Centers for Health Statistics. 


Figure D-9. Unintentional injury mortality by service areas, ten-year averages, 1990-1999. 

j I AI/AN □ All Races 



Notes: Results pertain to UIHO service areas with 10 or more AI/AN deaths due to imintention^ injuries. 
•Significant difference between rates for AI/AN and all races combined. Swirce; U.S. Centers for Health Statistics. 
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Chronic Liver Disease and Cirrhosis 

Mortality 

❖ Mortality due to chronic liver disease and 
cirrhosis was the 4* leading cause of death 
among Indians living in the urban 
organization areas. 

❖ The mortality rate due to this condition 
over the period from 1990 to 1999 among 
Indians in UlHO areas was 27.5 per 
100,000 and 25.5 per 100,000 nationwide. 
Both rates were significantly higher than 
the comparable all-race rates (12.2 per 
100,000 and 10.4 per 100,000, 
respectively) (Figure D-1 1 and Appendix 
D-1). 

❖ Mortality rates ranged by area from 2.9 
per 100,000 in the New York NY area to 
82.3 per 100,000 in the Tucson AZ area. 

❖ Despite overall decreases nationwide and 
in the urban organization areas from 1 990 
to 1999, the rates of mortality among 
Indians have not changed significantly 
during this time period (Figure D-12). 


Figure D-12. Trends in chronic liver disease mortality, 
three-year averages, 1990-1999. 



•Significant downward trend. 

Source: U.S. Centers for Health Statistics. 


Figure D-11. Chronic liver disease mortality by service areas, ten>year average, 1990-1999. 
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Notes: Results pertain to UlHO service areas with 1 0 or more AI/AN deaths diK to dironic liver disease. 
•Significant diflerence between rates for AI/AN and all races combined. S<«irce; U.S. Colters for Health Statistics. 
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Diabetes Mortality 

❖ Mortality due to diabetes mellitus was the 
5* leading cause of death among Indians 
living in UIHO service areas. 

❖ Over the period from 1990 to 1999 
diabetes mortality among Indians in UIHO 
service areas and nationwide (32.0 and 
44.7 per 100,000, respectively) was 
significantly higher than among the 
general population (20.8 and 22,9 per 
100,000, respectively) (Figure D-13 and 
Appendix D-1). 

❖ The Indian diabetes mortality rates varied 
substantially by organization area ranging 
from a low of 3.7 per 100,000 in the New 
York NY to 105.3 per 100,000 in the 
Phoenix AZ area, 

❖ While a significant increase in diabetes 
mortality is evident in both UIHO areas 
and nationwide, diabetes mortality is 
increasing at a faster rate among AI/AN 
than among the general population (Figure 
D-14). 


Figure D-14. Trends in diabetes mortality, three-year 
averages, 1990-1999. 
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** Significant increasing trend. 

Source: U.S. Centers for Health Statistics. 


Figure D-13. Diabetes mortality by service areas, ten-year average, 1990-1999. 


AI/AN □ All Races 



Notes: Results pertain to UIHO service areas with 10 or more AI/AN deaths due to diabetes. 

♦Significant difference between rates for AI/AN and ail races combined. Source: U.S. Centers for Health Statistics. 
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Alcohol-Related Mortality 

❖ Alcohol-related mortality includes causes 
of death that are likely to be associated 
with alcohol misuse. From 1990 to 1999, 
Indians living in UIHO service areas and 
nationwide had significantly higher rates 
of alcohol-related mortality (28.1 and 26.6 
per 100,000, respectively) than the general 
population (10.1 and 7.3 per 100,000, 
respectively) (Figure D-1 5 and Appendix 
D-1). 

❖ By area, alcohol-related mortality ranged 
from 3.1 per 100,000 in the New York NY 
area to 71 .3 in the Lincoln NE area. 

❖ Alcohol-related mortality has decreased 
over the time period from 1990 to 1999 
both among Indians and the general 
population (Figure D-1 6). However, some 
of the decrease in mortality in this 
category may be offset with the significant 
increase in drug-related mortality that has 
also occurred over this time period 
(Appendix D-1). 


Figure D-16. Trends in alcohol-related mortality, three-year 
averages, 1990-1999. 
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•Significant downward trend. 

Source: U.S. Centers for Heelth Statistics. 


Figure O-IS. Alcohol-related mortality by service areas, ten-year averages, 1990-1999. 



Notes: Resuits pertain to UTHO service areas with lOor more AI/AN deadis due to alcohol-related causes. 
•Significant difference between rates for AI/AN and all races combined, Sotsce: U.S. Centers for Health Statistics. 
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Age-Specific Mortality 

Age-specific mortality for Indians living in 

UIHO service areas and nationally is detailed 

in Appendix D-2. 

❖ With the exception of children age one to 
14, age-specific mortality for Indians 
living in UIHO areas is lower than 
corresponding rates for the general 
population. These differences are likely 
due to misclassification of Indian race on 
death certificates. 

❖ Among Indian children ages one to 14, the 
UIHO area rate is nearly the same as the 
corresponding rate for children of all races 
living in these areas. 

❖ For all age groups examined, the UIHO 
area rates among Al/AN in each of the age 
specific groups were lower than the rates 
for all Indians nationwide. 

Ages One to 14 Years 

❖ The leading cause of death among Indian 
children who were one to 14 years in age 
and living in urban organization areas was 
accidents or unintentional injury. The rate 
of death among these children was 
significantly higher than for the general 
population (10.5 and 8.5 per 100,000, 
respectively) (Figure D-17). 

Ages 15 to 24 Years 

❖ In the urban organization areas, the 
leading cause of death among teenagers 
and young adults ages 15 to 24 was 
accidents, which occurred at a rate 
significantly higher than the rate for all 
teens and young adults in this age group 
(38.2 and 28.3 per 100,000, respectively) 
(Figure D-18). 

❖ Homicide, the second leading cause of 
death among AI/AN was significantly 
lower than the corresponding rate for all 
races combined (16.2 and 30.1 per 
100,000, respectively). 


Figure D-17. Mortality among persons ages one to 14 years, 
ten-year averages, 1990-1999. 
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•Significant difference between rates for AI/AN and all races combined. 
Source; U S. Centers for Health Statistics. 


Figure D-l$. Mortality among persons ages 15 to 24 years, 
ten-year averages, I990>1999. 
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•Sipiificant difference between rates for AI/AN and a!! races combined 
Source: U.S. Centm fw Health Statistics. 
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Ages 25 to 44 Years 

❖ Among Indians age 25 to 44 living in the 
urban organization areas, accidents and 
liver disease were the first and second 
leading causes of death, respectively. In 
both instances, the AI/AN rates were 
higher than the corresponding general 
population rates for these ages (Figure D- 
19). 


Figure D-t9. Mortality among persons ages 25 to 44 years, 
ten-year average, 1990-1999, 

^ AI/AN Q] All Races 



Liver Disease Accidents All Causes 


•Significant difTcrence between rates for AI/AN and all races combined. 
Source; U S, Centers for Health Statistics. 


Ages 45 to 64 Years 

❖ Heart disease and cancer were the first and 
second leading causes of death among 
Indians age 45 to 64 living in the urban 
organization areas. Mortality rates for 
both of these causes of death, however, 
were significantly lower the corresponding 
rates for this age group with all races are 
combined (Figure D-20). 


Figure D-20. Mortality among persons ages 45 to 64 years, 
ten-year averages, 1990-1999. 
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•Significant difference between rates for AI/AN and all races combined. 
Source; U.S. Centers for Health Statistics. 
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Ages 65 Years and Older 

❖ Similar to Indians ages 46 to 64 living in 
UIHO areas, the first and second leading 
causes of death were heart disease and 
cancer, respectively. In both cases the 
rates were significantly below the 
corresponding general rates for persons in 
this age group living in these areas (Figure 
D-21). 


Figure D-21. Mortality among persons ages 6S years and 
older, 1990-1999. 
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•Significant difference between rates for AI/AN and all races combined. 
Source: U S. Centers for Health Statistics. 


E. Summary and Recommendations 

This assessment documents SES and health 
indicators from census and selected vital record 
sources demonstrating both progress toward 
better health among Indians living in UIHO 
areas, and also the existence and continuation of 
substantial health disparities when compared to 
the general population. 

From census data, significant disparities are 
evident with respect to rates of poverty, 
disability status, and other socioeconomic 
indicators (i.e., educational attainment, 
employment status, and single-parent status). 
These disparities are likely to put Indians at a 
disadvantage with respect to better health and 
health care access compared to the general 
population. These disparities are also generally 
consistent for AI/AN living in any of the 34 
UIHO areas, although rates may differ 
considerably from one area to the next. 


Although there is a large degree of consistency 
in disparities with respect to SES and disability 
status measures across UIHO service areas, 
these disparities are in many oases not reflected 
in currently available mortality and natality 
data. This discrepancy is most likely due to 
miscoding of AI/AN race on vital records such 
as birth and death certificates. 

Improvements in data collection pertaining to 
AIMN race are urgently needed to better 
understand the true health status of Indians 
living both in urban areas and nationwide. 

These improvements are particularly needed in 
light of national efforts to eliminate health 
disparities among Indians and other racial 
groups by the year 2010.'"" Without accurate 
data, it is not possible to assess the true need for 
programs to address existing health disparities. 

In the case of mortality data, misclassification of 
AI/AN race on death certificates is likely to be 
so large that many disparities go undetected and 
unmonitored. Improvement in data quality is 
not evident for the time periods analyzed. 
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Based on this assessment, several improvements 
in data collection and analysis may be helpful in 
future assessments of the health status of 
Indians living in UIHO service areas and 
Indians living in urban areas in general: 

❖ Additional and new studies are needed to 
understand why mortality rates for Indians 
living in some urban areas are substantially 
below that of the general population. Some 
possible factors that may contribute to this 
effect include: 1) miscoding of AI/AN race 
on birth and death certificates; 2) existing 
population bridging methods may have 
inadvertently produced population estimates 
which may be inaccurate in some areas; and 
3) rates may also reflect some degree of 
reality if substantial numbers of Indians 
living in some urban areas return to their 
reservations for health services available 
through the Indian Health Service or to be 
with family and other tribal members during 
periods of illness or at the end of life. 

<• Health departments in areas where 

miscoding on death certificates appears to be 
extremely high should be encouraged to 
conduct call back or other types of surveys 
to determine local rates of misclassification. 
In addition, these programs need to work 
more closely with persons and agencies 
completing death certificates to ensure 
accurate coding on these forms. 

Benchmarks need to be established and 
improvements in coding need to be 
monitored over time to ensure progress. 

❖ Due to smaller populations or numbers of 
events in some areas, creation of grouped 
areas or regions may be helpful to ensure 
that relevant data are available for all areas. 
With respect to combined infant mortality 
and natality, data for counties with less than 
250,000 persons are needed to improve the 
availability of estimates for all UIHO areas. 

❖ Until issues with racial misclassification are 
resolved to a point where these data are 
more reliable, creation of natality and 


mortality estimates adjusted to reflect 
socioeconomic characteristics of areas may 
be helpful, particularly in areas where 
misclassification may be very high and 
estimates are correspondingly unrealistic. 

❖ Future studies of the health status of Indians 
living in UIHO service area and of Urban 
Indians also need to include assessments of 
other sources of data reflecting health 
behaviors and social determinants of health 
(such as economic opportunity, daily stress, 
discrimination when seeking health services, 
mental health, trust or confidence in the 
health care system, language or other 
cultural factors). All of these factors and 
many others influence an individual’s health 
outlook and need to be considered when 
developing strategies to improve the health 
of American Indians and Alaska Natives and 
other populations. 
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Source: 2000 U.S. Census 
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Source; 1990 and 2000 U.S. Census 
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Source: 1990 and 2000 U.S. Census 
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Source: 2000 U,S. Census 
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Source: 1990 and 2000 U.S. Census 
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Source: 1990 and 2000 U.S. Census 
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Source: 1990 and 2000 U.S. Census 
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Source: 1990 and 2000 U.S. Census 
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Source; 2000 U.S. Census 
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Source: U.S. Centers for Health Statistics. 
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Source; U.S. Centers for Health Statistics. 
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Source: U.S. Centers for Health Statistics. 
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Source: U.S. Centers for Health Statistics. 
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Source: U.S. Centers for Health Statistics. 
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Source; U.S. Centers for Health Statistics. 
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Source: U.S. Centers for Health Statistics. 
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Source: U.S, Centers for Health Statistics. 
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Source: U.S. Centers for Health Statistics. 
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Source: U.S. Centers for Health Statistics. 
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Source; U.S. Centers for Health Statistfcs. 
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Source; U.S. Centers for Health Statistics. 
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Seattle Indian Health Board 

MEMORANDUM 


TO: 

The I'toorable Byron L. Dorgan, Vice Chairman 
SenatiijEommittee on Indian Af6irs 


IROM: 

RalplT^^rquera, Executive Director 


Rl-.: 

Response to que-Jiions from Senator Maria C anfwell 


DATE: 

August 4 , 20l " 



Enclosed, please find my response to questions submitted by Senator Maria Cantwell 
with regard to the joint hearing of the U. S. Senate Committee on Health, Education, 
Labor, and Pensions and the Committee on Indian Affairs regarding S. 1057, a bill to 
reauthorize the Indian Health Care Improvement Act. If there are additional questions or 
the need for further clarification, I will be happy to provide any assistance requested. 

Thank you again for the opportunity to testify at the July 14 hearing. I am hopeful that 
this legislation will be enacted this year. 
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RESPONSE TO QUESTIONS 
FROM SENATOR MARIA CANTWELL 
in regard to the Joint Hearing 

on the Reauthorization of the Indian Health Care Improvement Act 
held July 14, 2005 


QUESTION 1; Importance of Preventive Healthcare and Its Impact on Reducing 
Mortality Rates. 

* Can you share with us some of your efforts to address chronic health conditions 

and disease through preventive efforts? 

The urban Indian health programs are all grantees under the Special Diabetes Program for 
Indians initiative established in 1997. Our efforts around diabetes offers significant 
opportunities to strengthen prevention efforts that address a broad range of chronic health 
conditions. Specifically, all urban programs now provide at a minimum diabetes 
education services and manage diabetes registries that allow us to capture primary and 
secondary prevention information for case management and early intervention purposes. 
The creation of a diabetes registry as a tool for disease management has been extended to 
other chronic conditions such as heart disease, arthritis, asthma, etc. at some locations 
Thus, the funding from this initiative has provided for the development of tools to help us 
identify and manage chronic disease more effectively. 

Findings from data we have collected through the Urban Indian Health Institute (UIHI) 
at the SIHB show that diabetics served by urban Indian health organizations are more 
likely to be receiving routine diabetes care, improved access to services like podiatry and 
vision screening, statistically-significant improvements in laboratory results like 
Hemoglobin A-lc levels, blood pressure control, cholesterol maintenance, improved 
dietary practices, weight loss, exercise and effective medication use. Many of these 
practices and biological measures influence a broader range of chronic conditions beyond 
diabetes. Many of the strategies used to maintain and control diabetes have broad effects 
on the health of the individual perhaps helping reduce the risk of other chronic disorders. 
The key in getting buy-in by the patient and on-going involvement in the disease 
management process. 

Urban programs also receive small grants from the Indian Health Service to implement 
health promotion and disease prevention activities. These funds are used for outreach, 
health fairs, community screenings, and a variety of programs designed to promote better 
health and recommend changes in risky behaviors. We also have grants to improve 
childhood immunizations and to implement drug and alcohol education and prevention 
activities. Several programs participate in programs that help with asthma supplies for 
homes, infant safety seats for vehicles, health education materials, and support for getting 
Indian people to resources like housing, job training, food banks, and other essential 
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needs. Funding from other non-Indian sources are also used to support prevention 
efforts, generally around a defined topic. 

We here at the Seattle Indian Health Board are managing a state-wide urban Indian youth 
tobacco coalition aimed at offering activities in the major urban centers of Washington 
state such as Spokane, Olympia, Tacoma, Everett, Vancouver, as well as King County. 
Coalition members have provided a variety of prevention strategies designed to educate 
Indian youth about both the dangers of tobacco use, but also to understand the nature of 
the use of tobacco in a cultural sense. This latter role is an important recognition of the 
traditional and spiritual place tobacco holds in native cultures and how that differs from 
contemporary smoking behavior. 

Prevention is a integral part of our work. Given that we can offer only primary medical 
and dental services through our organizations, prevention and early intervention are 
essential strategies to achieving improvements in the health status of urban Indians. 

* What are some barriers to providing preventive care to Indian populations? 

There are numerous barriers to providing preventive care to Indian populations. 

First, there is a general lack of involvement by many Americans in preventive health care 
overall. Indians are no exception. In fact, building "trust" among Indian people that 
encourages them to participate in preventive activities is one of our greatest challenges. 

All too many of our clients have had bad experiences dealing with government agencies 
and even community-based organizations. Intrusive eligibility requirements, 
disrespectful treatment, and inadequate assistance has made all too many of our clients 
hesitant to become involved with planned activities. As mentioned in my oral testimony, 
there continues to be an enormous reluctance on the part of Indian people to "trust" 
institutions offering them help. Reluctance on the part of Indian people to participate in 
preventive or even curative health activities limits our capacity to engage and retain 
Indians in preventive services. This is especially true of younger members of the 
community who may not currently be experiencing the ill effects of poor health practices. 

Money, of course, is also a barrier. While we offer our direct care services on a sliding 
fee basis, these modest charges have been noted as a barrier for some Indian clients to get 
care at recommended intervals. Many of our preventive activities are free. However, 
when we do identify health problems among prevention participants, a very frequent 
situation, they are referred for direct care that may cost them money. If we send someone 
outside of our agency for specialty services, our clients almost always receive bills from 
these providers. Our clients do not easily discriminate between the services we provide 
and those received from referral sources. Thus, they may blame us for the debt they have 
incurred at our request and this may result in their failing to seek additional help, both 
preventive and curative. 

There is also a misconception among some urban Indians that agencies like the Seattle 
Indian Health Board are a direct part of the Indian Health Service or a tribal clinic that 


3 



563 


provides services for free. There is a belief by some Indians that health services are a 
right and that they should be offered for iree because the government "owes" them health 
care. However, when Title V was created in the 1970s, the Congress clearly stipulated 
that the urban Indian health program was not an extension of the federal obligation to 
Indians but was a special contract program designed to help urban Indian communities 
organize to improve access to care. Those of us who have succeeded in actually 
developing direct health care have mostly used non-Indian resources to build these 
services. In most cases, a requirement of getting public assistance grants to serve low 
income residents requires a sliding-fee payment system and to provide care to anyone 
seeking assistance. This misconception has, on occasion, been a barrier. 

Although a sizeable portion of our clients are eligible for public financed health insurance 
like Medicaid, efforts to enroll Indians have been generally unsuccessful. The burden of 
eligibility and the frequent lack of adequate documentation to meet eligibility guidelines 
has left many Indians without coverage here in cities. In addition, there are a number of 
urban Indians who choose not to seek Medicaid coverage due to feelings of being poorly 
treated at government offices. Furthermore, changes in registration rules and the 
frequency of having to "prove you are poor" to remain eligible for these programs is seen 
as disrespectful and humiliating by some. Unfortunately, Indian people would rather go 
without care than suffer the continuing indignity of feeling mistreated or like second class 
citizens as has been their history and experience. 

There is a significant portion of urban Indian people who live highly mobile lifestyles 
making prevention efforts difficult. In a recent telephone survey we conducted among 
our clients regarding pharmacy services, 60% of those called in this study had 
disconnected or non-working telephones. Frequently clients seeking services, when 
asked to update their residence, have a different address than at their previous clinical 
visit, even when that visit was just weeks earlier. 

The high mobility of the population makes offering preventive services a major 
challenge. We may see our truly indigent clients only for an acute problem - an 
infection, injury, or illness. Few may be able to participate in preventive interventions 
due to their life circumstances. 

Limitations of funding make outreach and case finding to address the mobility issue 
difficult to maintain. Even now, changes proposed for Medicaid will further reduce our 
capacity to provide outreach activities as the Medicaid Administrative match program 
that supports access services is targeted for revisions that will reduce our capacity to 
reach Indian clients. With a sizeable and growing homeless Indian population in 
Seattle/King County, the ability to reach people to advise them of preventive services has 
become a daunting task. 

Prevention services, particularly primary prevention activities, are seldom directly paid 
for by public or private grants and contracts. As public grants to support the indigent and 
uninsured remain insufficient for demand, most community health organizations are 
forced to divert funds away from prevention services to cover the rising cost of direct 
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health care. Increasingly, public grants too are prioritizing treatment services over 
prevention activities in their funding solicitations further limiting our capacity to budget 
for preventive care. 

One advantage of having an organization devoted specifically to targeting urban Indians 
is that we are in a position to assure that prevention activities are conducted in a truly 
culturally-appropriate manner. This is essential if we are to be effective in engaging the 
urban Indian community in health improvement activities. For example, we sponsor 
community events and activities that allow us to engage Indian people outside of a purely 
health care context. We sponsor events that promote cultural pride and encourage 
community involvement. These activities improve our relationship with the community 
and offer a level of emotional and psychological recognition that has a powerful healing 
effect. Over time, community members see us as a place that respects their cultural and 
traditional views. As time and experience grow, the likelihood that reluctant Indian 
clients will become involved in preventive health care grows as well. 

Screenings and other educational programs at these events provide important 
opportunities to raise awareness about health conditions and the need for both preventive 
and curative services. Health literacy has become an obvious shortcoming of our current 
health care system. Our use of support groups, outreach at local events, use of 
community partners to promote services, etc., helps to change the perception of 
community members so that those reluctant to seek help begin to see us as a "community 
resource" rather than just another health care organization. By providing cultural 
experiences not directly linked to health, we expand our involvement with Indian people 
and increase the likelihood of their acceptance and participation in both preventive and 
treatment options offered through our organizations. 

* Do you believe this bill provides an enhanced ability to provide such care in line 
with established best practices? Does it go far enough? 

In my personal opinion, the proposed Senate bill (S. 1 057) generally extends existing 
authorities crafted for the original legislation in the mid 1 970s. The health care world has 
changed considerably since that time. However, the original bill was artfully crafted to 
provide broad authorities that certainly could permit the incorporation of both best 
practices and quality assurance initiatives that are driving today's health policy. 

However, whatever the level of authority offered through the bill, if financial resources 
are not adequately available to implement these practices, then little will change. 

It is well recognized that the Indian Health Service is grossly under funded. The urban 
Indian program that represents only 1% of the IHS budget, is woefully inadequate to 
address growing direct care needs. It is also well known that health care costs are rising 
at near double digit inflationary levels, more than three times general inflation. Each 
year, the pinching of pennies is quickly reaching a point were services are being lost. 

There is a growing crisis in the incidence of chronic disease that will consume a greater 
share of available resources. There are emerging infectious diseases that may further 
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stress our capacity to adequately respond to both realities. Indian health communities, 
both on reservation and in cities, are not immune from these facts. 

The use of best practices must also be viewed cautiously when dealing with underserved 
populations. Strategies determined as "best practices" often come from mainstream 
institutions that may have financial rather than service outcomes as their measurement. 
These findings may differ from priorities of agencies trying to improve the health status 
of a population or dealing with health disparities. A certain level of inefficiency is 
necessary to reach underserved and disadvantaged populations. If Indians could get 
adequate and culturally-appropriate care from mainstream providers, there would not be 
much use for us. But unfortunately, this has never been the case. 

Here at the Seattle Indian Health Board, like most of the Indian Health Service, we 
attempt to implement best practices into our work when they make sense. Often, 
implementation of best practices involves greater administrative time and bureaucratic 
costs than we have available. In some instances, such as the Special Diabetes Program 
for Indians initiative, resources are directed exclusively for implementing best practices. 
In this instance, the benefits have been quite good. But today, this is more the exception 
than the rule. 

QUESTION 2: The transition from infectious diseases and chronic disease as the leading 
causes of death, the possible causes and implications. 

♦ What do you attribute the rise in chronic conditions and diseases among the 

Indian population? 

The advent of both antibiotics and immunizations have greatly reduced deaths due to 
infectious disease that were the major causes of death for Indian people through the 
1960s. The formalization of the Indian health system through the Indian Health Care 
Improvement Act not only brought greater access to medical care, but it also fostered 
improvements in sanitation and positive environmental changes. This combination of 
factors not only reduced early mortality, it also prolonged the life of Indians sufficiently 
to allow for more chronic illnesses to develop. 

Lifestyle changes have obviously influenced increases in chronic disease. We know, for 
example, that dietary and lifestyle changes have directly influenced the epidemic of 
diabetes among Indians. Obesity now afflicts a large portion of Indian youth and adults 
increasing the risk of several different chronic conditions. Unfortunately, these changes 
are now also being felt in the broader mainstream society as well. 

Our obsession with chronic disease must not overpower our need to recognize that 
infectious disease is still a serious threat. Recently, wc have seen an increase in 
tuberculosis cases in this country, especially among the homeless. In Seattle, a large 
segment of a local cohort of TB cases were natives. SARS and the avian flu are 
potentially devastating conditions that, if not adequately addressed, could cause 
epidemics the like we have not seen in the United States in decades. Urban and 
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reservation Indians are at risk for these infections since their health status is already 
compromised. 

Antibiotic resistant infections are also on the rise. The over-prescribing of antibiotics for 
minor infections in years past is now coming back to haunt us. We are seeing an upswing 
in vaccine preventable diseases like pertussis (whooping cough), measles, and others. 

Our focus on medicine has detracted from our need to assure that public health 
interventions are not overlooked. Unsubstantiated claims like the flap over solutions 
used in vaccines and a link to autism that make media headlines prompts fear among the 
public who then chose not to vaccinate their children. 

Misconceptions about the benefits and detriments of childhood vaccines is an enormous 
public health problem that is not getting proper attention. While we are seeing 
remarkable achievements in vaccine preventable diseases in other nations, our focus on 
chronic illness may be exposing another generation of American children to preventable 
risk through immunization. 

By all indications, there is a significant chronic disease problem in America. My 
personal view is that social changes and the capacity to rescue individual with serious life 
threatening illnesses through improvements in health care helps prolong lives. The 
extension of life shares some responsibility for our higher incidence of chronic disease 
and associated costs. This is not a negative assessment, but a consideration that cannot 
be ignored as we try and find ways of coping with these changes. 

Some factors that have been sited as contributing to the rise in chronic disease are dietary 
changes, inactivity, and stress. Among Indian people, one should not overlook the 
influence history has had over the lives of Indian people and the psychological effects of 
these experiences on their well-being. 

Like many aboriginal cultures, history is told through stories and oral traditions. Facts 
about Indian people found in history texts tell a one sided story of Indian people that 
seldom matches traditional understandings. Negative experiences resulting from 
government policies (relocation, boarding schools, broken promises) reinforce feelings of 
inferiority that may influence health. A common diagnosis in Indian Country is 
depression. Indians tend to be diagnosed with anxiety disorders. Suicide, as is seen all to 
frequently in Indian Country, may be a outcome of unresolved feels associated with their 
personal or cultural experience. Alcohol and drug abuse and its effects: violence, 
domestic abuse, neglect, etc., may too be expressions of this history. The fact that the 
Nation fails to honor its responsibility to Indian people even today by refusing to 
adequately finance schools, health care, housing, and other resources on reservations, 
certainly has an influence over health and behavior. 

* What role does the shift from cultural diets and activities play in the health 
outcomes? 
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Clearly the shift in traditional diets and inactivity play into the increase in chronic disease 
among Indians. To what extent is a much larger question. 

Some Indian health professionals believe that a return to a traditional diet is an important 
step in reversing the trend toward chronic disease. However, traditional diets cannot be 
isolated from other lifestyle factors that may or may not have contributed to the health of 
native people in generations past. 

I personally feel that inactivity plays a far more important role in our health than diet. 

Our bodies were built for motion. Only a few generations ago, people were far more 
active then they are today. The American society has been built on a foundation that 
does not support physical activity. We use automobiles far too much. Parks and 
opportunities for recreation are increasingly scarce. Indians too have been effected by 
these societal changes. However, the Special Diabetes Program for Indians has raised the 
issue of inactivity to a higher level of consciousness in Indian Country. I am hopeful that 
this initiative will get more Indians up and moving. 

* How has your facility dealt with the transition from infectious disease to chronic 

disease? 

Like most community health centers, we are struggling with the shift from acute to 
chronic disease. Caring for people with chronic conditions is more expensive and time 
consuming on a per capita basis. In addition, there is the need for greater technical skills 
to care for individuals with complicated chronic problems. Prescription medications 
alone place new burdens on our organization in both cost and volume of medications 
distributed. Few chronic patients suffer from a single disorder. Thus, our providers are 
often treating multiple problems and managing multiple medications in the care plan. It 
is not uncommon for clients with chronic conditions to be receiving 10 or more 
medications. 

The need for more extensive office visit time to understand and manage chronic illnesses 
challenges productivity standards and disrupts business models needed as justification to 
secure government financing for indigent care. Health care providers are being asked to 
treat people with multiple system problems in an environment that is not set up to 
manage such patients. 

Chronic disease requires assistance from multiple professionals using a team approach to 
care. For effective management of chronic conditions, improvements in treatment 
coordination, communication across team members, follow up, extensive case 
management, and family and community support are essential. In most instances, 
agencies like the Seattle Indian Health Board are better prepared to meet this challenge as 
our approach to care has mostly relied on a team approach including the use of traditional 
native healing. 

Access to specialty care for consultation and guidance for diagnosed chronic illnesses has 
become increasingly difficult to obtain for uninsured patients. Significant provider and 
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administrative time and expense is now being used to try and get very sick patients to 
appropriate levels of care. For those who are uninsured or even those on public insurance 
programs like Medicare and Medicaid, referrals to specialists are not always attainable. 
Even when consultation is offered, getting needed procedures like stress tests for heart 
patients or endoscopies for patients with gastrointestinal problems may not be available. 

Our success in getting patients to the proper level of care for their diagnosed condition 
can no longer be assured. We more frequently are forced to resort to sending patients to 
the emergency room as an access point for specialty care when direct referrals can not be 
achieved. As you know, this is an expensive and inefficient alternative. In addition, 
clients sent to emergency rooms often receive sizeable bills for the care they receive 
adding emotional stress to the patient and their family when they cannot afford the 
charges. In many cases, this experience may influence decision about further treatment 
that is generally needed for patients with chronic illnesses. 

As mentioned earlier, the demands of caring for a chronic disease population changes 
priorities within an agency forcing us to divert resources that could normally be used for 
prevention to cover the cost of treatment. Since most of health care financing focuses on 
the treatment of illness and not paying for preventive care, the lack of resources devoted 
to prevention and declining revenues from treatment payment sources means that less 
preventive care can be offered. 

QUESTION 3: Federal Tort Claims Coverage 

* How would the expansion ofFTCA impact the operations of urban Indian health 
centers? 

As I mentioned in my oral testimony, community health centers that offer a broader 
array of direct health care services than those offered by urban Indian health agencies 
already enjoy the protection of Federal Tort Claims Act coverage. This protection has 
saved CHCs a lot of grant money that has been turned into new or expanded services. 
Allowing urban Indian health program to receive FTCA protection will have a similar 
benefit and give these organizations more money to devote to services. 

There is a secondary benefit that might be derived from extending FTCA protection to 
urban Indian health programs. Recently, at a diabetes training we offered, several urban 
programs expressed frustration at not being able to offer direct diabetes care because they 
could not afford liability insurance. The inability for these programs to offer direct 
diabetes care limits our overall capacity to assure that Indians are getting needed diabetes 
services. These programs are forced to refer Indian clients to non-Indian clinics for care. 
Factors mentioned above may prevent Indian diabetics from getting services at referral 
sites, and even if services are rendered, confidentiality rules may prevent the sharing of 
clinical information needed to track the health of these individuals diminishing our 
capacity to influence the health status of these Indian people. 
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Giving urban Indian health programs FTCA protection may reduce the financial barrier 
for these urban programs so that they can offer diabetes care directly. By offering care 
for diabetics directly in these agencies, we can assure that Indians are getting the care that 
they need to prevent unnecessary and costly complications of this devastating disease. 

It seems to me that the liability risk to the Federal government is less for urban Indian 
health programs then it would be for community health centers or even tribal clinics that 
offer a broader array of services that may hold greater liability risk. Like community 
health centers, urban Indian health programs can only offer services by licensed health 
care professionals. Therefore, extending FTCA coverage to urban Indian health 
organizations only adds to the network of safety net providers and helps to advance the 
goal of addressing health disparities. 
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Critique of an ADA-Sponsored Proposal 
Opposing the Dental Health Aide Therapist 
by 

Jay W. Friedman, DDS. MPH 

The American Dental Association and the Alaska Dental Society oppose the utilization of Dental 
Health Aide Therapists by the Alaska Native Tribal Health Consortium to provide treatment to 
Native Americans. Trained for two years in the New Zealand Dental Therapist school^ the Native 
American dental ther^ists provide routine dental care, including fillings and simple extractions. 
They work under the supervision of dentists participating in the ANTHC programs who can then 
provide higher levels of care. The ability of dental therapists to provide first rate dental care is 
well established, as evidenced by their acceptance in Australia, Canada, England, New Zealand 
and many other countries worldwide,’*^ 

Opposition of the ADA and the Alaska Dental Sodety has nothing to do with the quality or , 
safety of the care provided by Dental Therapists. Many studies of Dental Therapists have 
affirmed the quality of their work as equal to that of dentists. Rather than support a program that 
would alleviate the severe shortage of dentists in Alaska, the ADA proposes an unrealistic 
recruitment of volunteer dentists from the Lower States to help out, despite the complete failure 
of such efforts in the past. 

The ADAs opposition to dental therapists is historic and unrelenting.^ Every attempt to introduce 
dental therapists in the United States to provide basic care to children suffering extensive dental 
disease has been resisted by organized dentistry— in the 1950s, in the 1970s, and now in year 
2005, Its method is simple: (1) hire dentists to do an “independent” study has a predictable 
negative outcome; (2) appropriate funds for lobbying and legal actions to prevent 
implementation of dental therapists. 

The most recent examples are; (1) the unpublished ADA-sponsored study, “Integrated Dental 
Health Program for Alaska Native Populations” (hereinafter referred to as the Report)^, which 
cleverly supports ANTHC’ s “general plan” for dental aides while substituting a lesser-trained 
“community oral health provider (COHP)” that cannot provide the fillings and simple extractions 
that the Native children in rural commumties need so desperately to eliminate toothaches and 
infections; and (2) the Alaska Dental Society and the ADA appealing to the Alaska State Board 
of Dental Examiners to condemn DHATs as the illegal practice of dentistry. 

Why is organized dentistry in the United States so afraid of dental therapists? They do not 
represent a threat to dentists, no more than phyrician assistants or nurse practitioners diminish 
the role or income of physicians. Sooner or later the American dental profession must give -up the 
ghost that only a dentist can drill and fill a tooth, when it is well known that dental therapists are 
just as capable. If the ADA and the Alaska Dental Society really wanted to improve the oral 
health of Alaska Natives, and that of other neglected populations, it would stand up and be 
counted m support of fee entire ANTHC program, including fee dental therapists, as advocated 
by the Alaska Daily News in its June 2. 2005 editorial. ^ 
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Contraiy to the ADA, the authors of Keport do not contend that DHAts are practicing 
dentistry illegally or that the quality of their work is not satisfactory. Instead, it presents the 
t^ical ADA argument that there is an adequate supply of licensed dentists and the Aides should 
concentrate on prevention mther than treatment. But the Report contradicts itself, admitting that 
“the current dental care system has not been able to effectively prevent and treat oral diseases in 
this population,” and then concluding, “Overall, the system appears adequately fimded and has 
sufficient numbers of licensed dentist positions to provide care. ...” Considering that 50 percent 
of the population, or about 60,000 Native Americans, lives in remote villages not accessible by 
roads and that 15 dentist-positions are currently vacant, to say there is not a shortage of dentists 
is misleading. Quite the contrary, the shortage is chronic and severe. According to the Alaska 
Native Health Board, “Alaska Tribal Health Programs experience a 25 % vacancy rate among 
dentists and a 30% average turnover rate.” ** 

The Report cites the accomplishments of the Southcentral Foundation (SCF) Alaska Native 
Medical Center’s dental praaice as a model of efficiency and effectiveness. Referring to dentists 
in the Other Tribal pro^ams, the Report states riiat “The productivity of dentists is low,” 
compared to SCF’s. The oidy comparative data is the number of patient visits and patients 
treated in a year. The 26 SCF dentists saw an average of 817 patients and 1900 visits per dentist, 
compared to the 21 Other dentists who averaged 1267 patients and 2952 visits. On this basis, the 
dentists in the Other Tribal programs are more productive than SCF’s. 

This comparison is not intemied to diminish the accomplishments of SCF’s dental department. 
Rather, it is illustrative of the failure of the Report to substantiate its claims with objective data, 
which leads to erroneous conclusions. Further, the demographics of the area served by 
Southcentral Foundation differ significantly from the other service regions. Based in Anchorage, 
it has access to hospitals, the university, and other treatment, training and research fecilities, and 
therefore has many advantages in attracting and retaining professional personnel, Southcentral 
Foundation is a suitable model for Anchorage and the other metropolhan areas in Alaska. It can 
assist but it cannot serve as a model for the rural Native Tribal health programs. 

Instead of supporting development and d^loyment of DHATs in rural Alaska who can treat 
dental emergencies such as toothaches and abscesses, the Report would substitute lesser trained 
aides with whom the Tribal dentists located elsewhere “should be in frequent communication 
. . . and [the dentists] should have an on-call schedule to deal with emergencies.” Considering the 
shortage of staff dentists, the distances to travel, the availability of airplanes, and the cooperation 
of the weather, the logistics of timely treatment of emergencies recommended in the Report 
appears illogical. How does one “have an on-call schedule” for emergencies when the very 
nature of an emergency is that it is not scheduled? By opposing the DHAT and proposing a 
lesser trained auxiliary, the authors of the Report are perpetuating a problem that the DHAT was 
developed to alleviate. 

The Report contends that substitution of COHPs for DHATs would be more economic. Although 
the COHPs would be less expensive to train, they could not provide definitive care such as 
fillings and simple extractions that the Native populations in rural Alaska want and need. COHPs 
are not cheaper to employ. Their salaries would be about the same as DHATs. The higher cost of 
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training a DHAT is outweighed by the greater care provided. And when training costs are 
amortized over a few years, the difference between the two would be insignificant. 

The Report admits that the “COHPs will have insufficient skills to permanently restore a large 
percentage of carious teeth.” Dentists obviously have the skills, but their shortage in Alaska leads 
to the same conclusion. A 1991 dental manpower study in Alaska estimated that “If the 
IHS/Tribal health system doubled the number of dentists, it would take 10 years to eliminate the 
unmet need for dental services.” ** If anything, unmet dental needs of the Alaska Native 
population are greater today. With or without COHPs, there is still aii enormous need for 
DHATs, The AKTHC adopted the Dental Health Aide Therapist as the only logical and practical 
solution to a dental health crisis that dentists alone cannot alleviate. 

In conclusion, the Report sponsored by the American Dental Association is part of a concerted 
effort by the ADA to subvert ANTHC’s Dental Health Aide Therapist program. It bases its 
recommendations on inadequate and misleading data and assumptions. It would deny the right of 
Native Americans to decide for themselves how to obtain dental health care that the dental 
profession has failed to provide in the past. 
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Journal of Public Health Dentistry 


Developing and Deploying a New Member of the Dental 
Team: A Pediatric Oral Health Therapist 


□avid A. Nash, DMD, MS, EdO 


Abstract 

There are inadequate numbers of dentists able and wiBing to treat America's 
children, specifically children from hw income and minority populations. This has 
led to the well-publicized disparities in oml health among children. In the early part 
of the 20^ century New Zealand faced a significant problem with oral disease among 
its children and introduced a School Dental Service, staffed by allied dental profes- 
sionals with two years' training in earing for the teeth of chikiren. “school dental 
nurses. " A slgnlHcani number of countries have adopted the model. This article 
reviews the history of attempts to develop such an approach in the United States. It 
advocates for the development and deployment of pediatric oral health therapists 
as a means of addressing the dl^rities problem that exists h America with such 
individuals being trained in children's dentistry in a two-year academic program. 
The article asserts that adding a pediatric oral health therapist to the dental taam is 
one way in which the profession of dentistry can futfitl its mor^ obligation to care for 
the oral health of America’s children and ensure that all children are treated justly. 
Recently, the American Association of Public He^lh Dentistry promulgated a atra- 
tegic plan teat endorsed such an approach. 

Key Words: oral health disparities, access, pediatric oral health therapist, dental 
therapist, dental team 


''OiiUin’u may be the vicims of fnle^ 
they imis.t never Ik the victims of neglect. " 

john F. Kennedy 

Introduction 

In the January 2004 issue of the 
joiirnifl ofDeiitnl Educatiou, 1 published 
on article entitled, "Develc^inga Pe- 
diatric Oral Health Therapist to Help 
Address Oral Health Disparities 
Among Children" (1). The article 
called for the development of s new 
member of the dental team, a pediat- 
ric oral health therapist, as a means 
of helping address the significant dis- 
pnrities in oral health that exist 
among children in the United States. 
It is not necessarily the "bold, nexv so- 
lution" to the access probtem for low 
income and minority children called 
for in a 2002 National Council of State 
Legislatures' (NCSL) report entitled; 
“Access to Oral Health Ser\’ices for 
low Income People" (2). Rarfier, it is 


an pJd solution that was Mdly under* 
taken by the New Zealand Dental As- 
sociation when, in 1921, they led in 
the devrelopment of the now interna- 
tionally famous Nevv Zealand school 
dental nurse, the progenitor of the pe- 
diatric oral health therapist for u’hich 
1 continue to advocate in this article 
<3,4,5). 

Disparities and Access. The dis- 
parities that exist in oral health among 
America’s children, and the lack of 
access to oral health care, ha\’e been 
played out in the theatre of Oral Hatllk 
htAmcriCiT A Report of the Surgeon Gen- 
errrl (6), and the Nathtjal Call to Action 
to promote Oral Henttli (7), under the 
leadership of the Office of Ure Surgeon 
General. The details are so well 
known and acknowledged rf^ev re- 
quire no rehearsing. 

While numerous barriers to access 
have been identified (2,6^9). the most 
stgniffcant one, in my judgment, are 


the numbers, distribution, education, 
and attitudes of dentists. 

We face a real decline in the actual 
number of dentists practicing in the 
United States, in the face of an ex- 
panding population (6,10,11). Com- 
pounding the problem is the mal-dis- 
tribution and the ethnicity of dentists. 
The number of federally designated 
shortage areas has increased from 792 
in 1993 to 1,895 in 2002 (8). While 
approxinrately 12% of the population 
i.s African-American, only 2.2% of 
dentists are; and individuals of His- 
panic ethnicity make up another 
10.7% of the population, yet ordy 2.8% 
of dmtisls arc Hispanic (12). 

There is a geiteral lack of instruc- 
tion and experience that graduating 
dentists havehadin treating children 
that "affect competency achievement 
rind adversely affect training and 
practice" (13). Furthermore, the num- 
ber of pediatric dentists is not helpful 
in addressing the issue of access for 
children. While there has been a sig- 
nificant increase in the number of spe- 
cialists in pediatric dentistry over the 
past thirty years, there are orvly 4357 
such specialists practicing in the 
United States (14) compared with the 
57,000 pediatricians who care for the 
general health of the nation's children 
(15), 

Theattitude of dentists is an addi- 
tional access problem for low-income 
children. EJentists generaJK' do not 
want to treat publicly insured children 
when they are covered by Medicaid 
or tlw Stale Children's Insurance Pro- 
granv(SCHIP). A 1996 study indi- 
cated that only 1 0% of America’s den- 
tists participated the .Medicaid pro- 
gram (16). A more recent studyindi- 
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cai;«s that in the year 2000, approxi- 
mately 25% of dentists received some 
payoient frompublic insurance; how- 
ever- only 9,5% received more ttran 
510,000(17). Additionally, most den- 
tists are as busy as they care to be, as 
thev manage the Increasing numbers 
ot baby-boomers and others who re- 
quire implants, esthetic dentistry, and 
other complex services in high de- 
mand. 

The New Zealand School Dental 
Nurse-Now Therapist. In 1921, a 
group of 30 young women entered a 
tsvo-year training program at . 
Wellington, New Zealand to study to 
become "school dental nurses,” and 
in so dohtg transformed the oral 
health of the children of a country and 
laid the basis for what was to become 
an international movement (3). New 
Zealand’s School Dental Ser\»ice con- 
tinues to this day, and has developed 
an enviable record in caring for the 
oral health of all children in iNeu- 
Zealand. There have been changes 
in the School Dental Ser%'ice through 
the years, as well as in the training 
program tor sdhod nurses. However, 
the basic education and service strat- 
egies of over 80 years ago remain in- 
tact, having stood the test of time. 

In 1998, there were 569 school den- 
tal therapists in the School Dental 
Sarv'ice (18). (The name change oc- 
curred in 1988 by a vote of the dental 
nurses.) They care for 497,000 school 
chlidtcn in over 2,000 schools (19). 
Two training programs currently ex- 
ist, one at the national dental school 
at die University of C>tago, in Dunedin, 
on the South Island, and one at the 
Auckland University of Technology 
on the North Island. The two educa- 
tional programs each enroll approxi- 
mately 20 new students/year (20). 

New Zealand's record of oral 
health for children is enviable. All 
children, from age six months 
through age 13, are eligible to partici- 
pate in theSchoc4 E>ental Service and 
roceivu comprehensive preventh'G 
and restorative care, without fee, at 
their local school clinic by the school 
dental therapist. Children, 14-18, and 
those requiring root canal therapy, 
management of dental trauma, orex- 
tracdotr of permanent teeth, ate re- 
ferred to private practitioners who 
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serve under amtract to the govern- 
ment. While enrollment is not com- 
pulsory, 97% of all school-aged chil- 
dren participate in the School Dental 
Sen’ice (21). The School Dental Ser- 
vice is revered as a New Zealand 
"icon” (22), As one collea^e ex- 
pressed it, "the School Dental Service 
has become an integral component of 
the New Zealand culture. To Kiwis it 
is like motherhood and apple pie" 
(23). And,itishighlyvalued,notoniy 
bv the public, butby dentists as well 
(19). 

While the number of decayed, 
missing, and filled primary and per- 
manent teeth (deft and DMFT) of the 
children of New Zealand and the 
United States is roughly comparable, 
of particular interest are the differ- 
ences in the components of these epi- 
demiological indices- A May, 2003, 
report indicates that 53% of New 
Zealand's five year olds are caries- 
free, with a mean eft of 1.8 (24). At age 
12-13,42% of children are caries-free 
with a meanMFT of 1.6. What is sur- 
prising and fascinating about these 
data is that the decayed (d/D) com- 
ponents are not included. The Uni- 
versity of Otago School of Dentistry' 's 
epidemiologist indicated that these 
data representdrildrenenrolled in the 
School Dental Service and are col- 
lected at the end of each school year 
(23). At tlut time all decayed teeth 
have either been restored, extracted, 
or have exfoliated. This means that 
(essentially) all of the school children 
in New Zealand are caries free at the 
end of an academic year. 

In 1968, at the Centennial Confer- 
ence on Oral Health held .it the 
HarV'ard School of Dental Medicine, 
Dean John Walsh, of the University of 
Otago School of Dentistry, presented 
a paperentitled. "Inteniafioml Patiems 
of Ornf Health Care^The Example of 
Sav Zealand" (25,26). He suggested 
the utilization of a Care Index, with 
such an Index being calculated by de- 
x^loping a ratio of the filled teeth com- 
ponent (the f/F) of the deft or the 
DMFT to the ox'erafl deft or DMFT. In 
1968, the Cere Index in New Zealand 
was 72%; meaning 72% of all teeth of 
children affected by caries had been 
restored. In IheUnitedStatcs, the fig- 
ure was 23%. Dean Walsix made the 
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claim that the Care Index provides a 
convenient measure of the effective- 
ness of a country in treating dental 
caries. Todnv, the Care for Mew 
Zealand children is (essenrially) 
100% (24). In the United &ates, while 
significantly improved from 1968, it 
is 63.3% for primary teeth and 74.0% 
for permanent teeth through age 14 
(27). Of note is that the Care Index 
drops significantly for U-S. children 

w-hen adjusted for famih'incomG. For 

primary' teeth it is 72.3% for children 
at 300% of the federal poverty level 
(FPL), but only 48.7% for children at 
l(X)%oftheFPL For permanent teeth 
it is 93.2% for children at 300% of the 
FPL, and onlv 72.3% for children at 
the 100% of ihe FPU (27). Such dis- 
parities help underscore the access to 
care issue for poor children. 

Training Dental Therapists in 
New Zealand. Admission to one of 
the two dental therapy training pro- 
grams in New Zealand is based on 
graduation from high school The 
curriculum Is offered over two aca- 
demic years, each of approximately 
32 weeks' duration; total curriculum 
clock hours are 2,400. Approximately 
760 hours of the curriculum is spent 
in the clinic treatil^g children. Upon 
graduation, individuals entering the 
School Dental Service must serve for 
one year wUh another school denial 
therapist. 

The New Zealand school dental 
nurse/ therapist has served as a pro- 
totype for adding such a member to 
the dental team in many countries 
throughout the world, although the 
specific approach, including practice 
en\'ironments and restrictions, vary 
from country to country. The World 
Health Organization documents 42 
countries with some variant of a den- 
tal therapist irtcluding; Australia, 
Chipa (Hong Kong), Singapore, Thai- 
land, .Malaysia, Great Britain, and 
Canada (28) . The typical justification 
for des-eloping and deploying dental 
therapists in these countries hasbeen 
an inadequacy of the dental 
workforce which ad^'ersely affects 
access to oral healdi care (29). 

The Canadian Experience. The 
Canadian experience is relevant as it 
is apparently the only country in the 
Western Hemisphere to have a train- 



575 


FROM 


:j FRIEDMAN 


?0 

ing program for dental therapists. 

The National School of Dental 
Therapy for Canada exists as a com- 
ponent of the First Nations Univer- 
sity of Canada, in Prince Albert, 
Saskatchewan. The School began in 
1972 at Fort Smith, in the Northwest 
Territories, and was modeled after 
New Zealand's program (M). The 
mission was to train dental nurses, 
m a two-year prograna, to provide care 
to the remote First Nation (aboriginal 
Indians) and Inuit (Eskimo) t'iliagers 
of the Canadian North, where dental 
care was virtually inaccessible. In 
1 9D4, the School was moved to Prince 
Albert, S«iskatchewan, due to an in* 
adequa te supply of patients in the Fcrt 
Smith area. The School continues to 
prepare dental therapists today, with 
an emphasis on training aboriginal 
people to care for aboriginal people, 
specifically those on First Nation re- 
scr\’esand in theNorth (31), Thecur- 
riculum is similar to the one in Neu* 
Zealand. 

Dental therapists are able to ^^wk 
for Health Canada (Canada's minis- 
try of health) on federal First Nation 
reserves throughout Canada, with the 
exception of the provinces of Ontario 
and Quebec. There are 88 dental 
therapists so employed today (32). 
Recent legislation (2001) enables 
therapists to also work in private den- 
tal offices in the Province of 
Saskatchewan, under the indirect su- 
per^'ision of a dentist (33). Currenlly, 
tlierc are 208 r^Sstered dental thera- 
pists in Saskatcheu’an, with 184 hold- 
ing active registrations to practice 
(34). 

Double blind studies of the \vork 
of the Canndiem dental therapists. In 
comparison to federal dentists, have 
been conducted (3135), The results 
indicated that the quality of restora- 
tions placed by dental thwapists were 
equal to those placed by dentiste. 
Trueblood has documented the cosi- 
beiiefit effectiveness of the federal den- 
tal therapists in a doctoral disserta- 
tion ptiblished.in 1992 (36). 

The United States Experience. In 
1949, the Massachusetts legislature 
passed legislation nulhorizing the 
acceptance of fund ing by Forsyth Den- 
tal Infirmary' for Children from the 
Children's Bureau to institute a re- 
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search project to train individuals. In 
a ria-o year program, to prqiarc and 
restore cavities in children's teeth 
(3738). The program was to be con- 
ducted under the super\'ision of the 
E^partmenf of Healto and the Board 
of Denial Examiners. The passage of 
this legisIatiOT pro\'»dcd for the estab- 
lishment of an experimental dental 
care program fw cWldton similar to 
the school dental nurse of New' 
Zealand. 

The reaction and response of or- 
ganized dentistry was swift and 
stroirg. TheADAHouseofDelegatos 
passed resolutions "deploring" the 
program; expressing the that any 
such pre^am concerning the devel- 
opment of "sub-level" personnel, 
whether for experimental purposes or 
otherv\'ise, be planned and developed 
only with the knowledge, consent, and 
cooperation of organized dentistry; 
and stating that a teaching program 
designed to «;quip and train person- 
nel to treat children's teeth cannot be 
given in a less rigorous course, or in a 
shorter time, than that approved for 
the education of dentists (37). Faced 
with inaeasing pressure from orga- 
nized dentistry, the Massachusetts 
governor signed a bill in July, 1950, 
rescinding the enabling legislation 
(39). 

In 1970, under the leadership of 
Dr. John Hein and Dr. Ralph Lobene. 
the Forsyth Dental Center initiated 
what was subsequently designated, 
and described in a book by the same 
title. The Forsyth E.rpcrimc«f (40). The 
House of Delegates of the Massachu- 
setts Dental Association had recently 
passed a resolution favoring research 
on expanded function dental auxilia- 
ries, Forsyth communicated to both 
the Massachusetts Board of Dental 
Examiners and to the Massachusetts 
Dental Sodeti' its plans to initiate a 
research project to train dental hy- 
gienists in anesthesia and restorative 
therapy for children. In October of 
1973, the Board of Dental Examiners 
notified Forsyth that a hearing would 
be held to review their project. Subse- 
quently, the Stale Board voted unani- 
mously that the drillitig of teeth by hy- 
gienists was a direct violation of the 
dental practice act of Massachusetts. 
Forsyth W'as forced to dose its "ex- 
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perlment" in June of 1974, but not be- 
fore it was able to objectively docu- 
ment that hygienists could be taught 
to pro\'ide quality restorative dental 
care effoct}\ ely, and in an efficient and 
cost-benefit effective manner. 
Whereas the projected curriculum 
time to achieve the competencii^ was 
47 thirty-hour weeks, the project was 
able to achici'e its desired training 
outcomes in 25 weeks. 

In February, 1972, Dr. John Ingle, 
Dean of the llnivcrsity of Southern 
California School of Dentistry (U5C) 
proposed the use of school dental 
nurses, as employed in New Zealand, 
to address the problem of dental car- 
ies in school children (41). use sub- 
sequently applied for a training grant 
of S3.9 million from the Public Health 
Service to train dental nurses, with 
Dr. Jay Friedman as the program di- 
rector. At the same time, then-Gov'er- 
nor of California, Ronald Reagan es- 
tablished a committee to study the 
functions of all dental auxiliaries in 
order to make recommendations to 
the California legislature and the State 
Board of Dental Exanuner5{42). Asa 
result of fchew two significant devel- 
opments, the two existing California 
Dental Associations established a 
commit tee to: study the New Zealand 
dental care system; the relationship 
of the school dental nurse to private 
practice; assess tl\e wori< of the school 
denial nurse; and compare the New 
Zealand and California systems (42). 
The Committee's report was pub- 
lished in April of 1973 in the ]ourml 
of the Southeri) California Dental Assn- 
ciatmi (42), and subsequently summa- 
rized in the }oiinml of the Anterican 
Dental A^^Xiatiou (/ADA/(43). There- 
port stated that "there is little doubt 
that dental treatment needs related to 
caries for most of the New Zealand 
children 2 to 15 have been met." 
However, the report concluded that 
the public of California would "prob- 
ably not" accept the New Zealand 
type of school dental service, as it 
would be perceived asa "secondclass 
system." Drs. Ingle and Friedman 
wrote sharp rebukes of the 
Committee's report, pointing out the 
inconsistencies of the objective find- 
ings of the investigation in relation to 
the subjective conclusions of the re- 
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port, which they judged to be drawn 
topiacate the practicing profession in 
Caiifornia (44,45). Dunning also criti- 
ctzed the report's conclusions in a !«:- 
ter to the JADA editor (46); and 
Goidhaber, ina Joumal of Dental Eilu- 
ivtiun article, called the committee’s 
conclusion, "absurd" (47). The grant 
application of Drs. Ir^le and Fried- 
tnan was nor funded. Deanlnglc sub- 
sequently resigned his position as 
dean of the School of Dentistry to join 
the staff of the Institute of Medicine. 

Between 1972 and 1974, at the 
University of Kentiic^cy, another ex- 
panded functionsproject, supported 
by the R<il-wrt Wood Johnson Foun- 
dation, ttx>k place (48). This «-iIso in- 
volved the training of dental hygien- 
ists in restorative dentistry. Thirty- 
six students, who were completing a 
four-year baccalaureate program in 
dcntel hygiene, participated in a com- 
pressed cumeuium that provided 200 
hours of didactic instruction in 
children's dentistry. a.s well as 150 
hours of clirtical practice. The pro- 
gram was specifically addressed to 
providing primaiy care for dtildren, 
including administration of local an- 
esthesia, restoration of leoth with 
amalgams and stainless Steel crowns, 
and pulp therapy. Toward tlie con- 
clusion of the curriculum, the hygien- 
ists participated in a double blind 
study comparing their restorative 
skills with fourth >^ar students. No 
significant differences were found 
between the quality of their work and 
that of the graduating dentists. 

At the College of Dentistry at die 
University of Iowa a five year project 
conducted between 1 971 -76, and sup 
ported by the W.K. Kellt^g Founda- 
tion, trained dental hygienists toper- 
form expanded functions in restor- 
ative dentistry and periodontal 
therapy for both children and adxilts. 
The results were the sanae as the stud- 
iesatForsythand Kentucky. Hygien- 
ists could be effectively trained, in a 
relatively brief time period to perform, 
at a comparable quality level, proce- 
dures traditionally reserved for den- 
tists (49); 

Developing Pediatric Oral Health 
Theiapifits. A curriculum for devel- 
oping pediatric oral health therapists 
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exists, and has been (hjcumented to 
be effective in multiple countries 
throughout the world. Itis&e tradi- 
tional curriculum of flic school den- 
tal nursc/thorapist. The curriculum 
for a pediatric oral healfli therapist 
amid be conridered comparabte to the 
two-year academic (awociate d^rce) 
curriculum for preparing dental hy- 
gienists. The primary difference 
would bo the focus of the training, 
with that of the hygienist being on 
periodontal disease, particularly in 
the adult; and the therapist on dental 
caries, specifically as related to flie 
child. The curricula would share 
many areas of commonality, such as 
the basic biomedical sciences, oral bi- 
ology, preventive dentistry, infection 
ctmtrol, the diagnostic sciences, and 
radiography. Evidencesuggeststhat 
the perceptual motor skills required 
to restore children's teeth are no more 
complex than those required to per- 
form root planning and curettage and 
can readily be taught to individuals 
with a high school degree, outside the 
context of earning a baccalaureate de- 
gree, and participating in a four-year 
professional degree course in den- 
tbtry. 

WhUc it may be possible to shorten 
the two-year academic training pe- 
riod, were the matriculates in such a 
program dental hygienists, there is 
reason to encoitfagehygienisls to con- 
tinue to be the expanded funclion al- 
lied dental professional for managing 
adult periodontal health and disease. 
Hygienists are too valuable in their 
current role, particularly in the con- 
text of their relative shortage and the 
aging of the population, with con- 
comitant needs for periodontal 
therapy. Rather.itappearsmorerea- 
sonablc to create a new allied profes- 
sional for the dental team who focuses 
on the unique oral health needs of 
children, spcdficolly as these relate 
to the problem of dental caries. 

It is tempting to want to designate 
these proposed pediatric oral health 
therapists "midlcvel practitioners.” 
However, they do not fit this descrip 
tor as such a designation is typically 
applied to nurse practitioners and 
physician's assistants. The entry- 
level education for nurse practitkaiers 
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is the master's degree (50), and fay 
2006, aU physician's assistants train- 
ing programs will be at the master's 
degree Iwel as well (51). It is more 
appropriate to relate a pediatric oral 
health therapist to a registered nurse 
with an as«>date's degree. There are 
approximately 750 two-year regis- 
tered nursing programs operational 
in the United States (52). Or, as has 
been suggested, the pediatric oral 
health therapist could be related to a 
registered dental hygienist with simi- 
lar such associate degree credentials. 
Of tl\o 260 dental hygiene programs 
in the U.S., 230 are two-year associate 
degree programs. Only 30 programs 
offer a baccalaureate degree (53), The 
average curriculum clock hours for a 
two-year dental hygiene program is 
1,948,(54) a period of instruction com- 
parable to international training pro- 
grams in dental therapy. 

Deploying Pediatric Oral Health 
Therapists. Tooffectiv^yaddressthe 
access problem, it appears clinicians 
must go to where chil<^en arclocated. 
As in New Zealand, the most logical 
place to capture this audience is in 
lliB sch(H>] system. As Dunning stated 
overOOycarsago, "any large-scale iiv 
crementel care plan for children, if It 
is to succeed, must be brought to tliem 
in their schools" (55). It is reasonable 
to deploy pudiDtric oral therapists in 
mobile vans to provide care on a fi- 
nanctei necds-tested basis, fur ex- 
ample, to all Medicaid and S-CHIF 

eligible children in s school, moving 
through the year from one school to 
another. Such a program, Itegun in 
an incremental manner with the 
youngest children (with the least cari- 
ous experience and the greatest po- 
tatlinl for implementation of preven- 
tive care), would seem to be a cost- 
effective way of managing the oral 
health needs of ourpoorest and needi- 
est children.' In New Zealand, a den- 
tal therapist with an assistant is rc- 
sponsibJeforl,450children(19). The 
Commonwealth of Kentucky has es- 
sentially the same population as New 
Zealand. Kentucky has 384,832 chil- 
dren ages 5-11 {K-6). Of titese, ap- 
proximately 43% (or 172418 chil- 
dren) live at a level of 2(X)% of poverty 
or below, and are eligible for Medic- 
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aid/S-CHIPbenefits<56)- Tomanage 
this nuinber of children would require 
212 dental therapists based on the 
JNew Zealand model, While no direct 
economic comparisons can made, 
due to the signiBcantly different dr- 
cumatances, if is interesting to note 
that New Zealand spends approxi- 
mately $34 million (US) caring for all 
enrolled children, ages 6 months 
through 17 years; (57) aitd l^ntucky's 
dental expenditures for children 
Medicaid /S-CHIP alone in 2002-03 
were approximately $40 million (58). 

Possibly a more realistk enviran- 
awnt for iniikUy introducing the pe- 
diatric oral healtih llterapist In the U.5. 
is the Indian Health ^rvice (IHS). 
Dental caries is rampant among the 
American Indian/Alaskan Native 
population. These children have the 
highest decay rate of any population 
cohort in the U^S., five times the U.S. 
average for children 2-4 years of age 
(6). Hie IHS continues to experience 
great difficulty in attracting dentists; 
approximately one-fourth of the den- 
tist positions at 269 IHS arid tribal fa- 
cilities were vacant in April of 2000 
(9). The dentist/population ratio in 
the IHS is 33/100,000. or one dentist 
for every 2,800 mdividuais (59). Be- 
cause dentistry in the Indian Health 
Service is practiced on federal reser- 
vations, stete dental practice acts are 
not applicable. Such a circumstance 
eliminates a significant barrier to de- 
ploying pediatric oral health thera- 
pists. 

In 2001, the Forsyth Institute ap- 
proached Ihe Robert Wood Johnson 
foundation for funding to develop a 
trainmg program at Forsyth for pedi- 
atric oral health therapists. When 
funding was not forthcoming, the 
leadership of the Alaska Native Tribal 
Health Consortium proceeded, in 

2003, to send six Alasl«n students to 
the University of Otago in New 
Zealsmd to train as therapists. Six ad- 
ditional Alaskan students enrolled m 
the trainmg program in ianuary of 

2004. The Alaska Tribal Health Con- 
sortium is financing the training of 
these individuals, the first of whom 
will return in Deoemberof 2004 to sov- 
ereign tribal lands and provide oral 
health care for children. They will 


practice in thecontextof the Commu- 
nity Health Aide Program (CHAP), a 
program.authorized federal stat- 
ute invd:»idi Tifocs provide primaiy 
health care tiuouglKnit Alaska. The 
program has been in existence for 36 
years. There are oi«Jr 500 CHAs in 
Alaska, working in 180 villages, pro- 
viding cultundly sen^ve health care 
tf) fellow villagers. A component of 
the CHA program is the Dental 
Htalth Aide (DHA). Them arc three 
levels of functioning for a DHA; the 
returning Uterapists constitute the 
highest level, a DHA III. O-lAs, in- 
cluding DHAs, must meet specific 
training requirements, ondergoa pro- 
tracted preceptorsWp, and have Ihetr 
skills re-evaluated every two years. 
Continuing education is required for 
continued oirlification. CHAs and 
DHAs are recruited from villages they 
wUI return to servo. This helps en- 
sure culturally <xxnpetent care, as well 
as sustainable pbs in areas that need 
them most. 

Tlie American Dental Association 
learned of the Alaskan students s tudy- 
ing dental therapy in New Zealand 
and the intention for them toreturn io 
the tribal areas to practice. At the Oc- 
tober, 2003, annua) session in San 
Francisco, tlie House of Delegates 
passed Resolution 50H-2005. caDing 
for a task force to "explore options for 
delivering high quality oral health 
care to Ala.ska Natives," and to sub- 
mit a report to the Board of Trustees 
in time for recommendations to be 
brought to the 2004 House of Del- 
egates (60). 

The Alaska Native Oral Health Ac- 
cess Task Force submitted its report 
to the ADA Board of Trustees in Au- 
gust of 2004. Based on the Task 
Force's recommendations, the Board 
advanced to the House of Delegates 
at the ADA's October 2004 Annual 
Session Resolution 24, subsequently 
amended and passed by the House of 
Delegates as Resolution 24S-2. 
Among.the l4eiementsoflher^olu- 
tion to address access to oral health 
care fca- Alaska Natives were two deal- 
ing specifically with the advanced 
level Dental Health Aide III (pediatric 
oral health therapist): {!) "the ADA 
work with the ADS fAliwka Dental 


journal of Public Health Dentistry 

Society) and tribal kadeis to seek, fed- 
eral funding with the goal of placing 
a dental health aide (i.e., a Dental 
Health Aide I or U) trained to provide 
oral health education, preventive ser- 
vices and palliative services (except 
irreversible procedurs^ such as tcxjtti 
extractions, cavity and stainless steel 
crown preparations and pulpoto- 
tnies) in every Alaska Native village 
that requests an aide;" and (2) "The 
ADA is opposed to non-dentists mak- 
ing diagnoses or j^rforming irrevers- 
ible procedures." The resolution 
passed the House of Delegates over- 
whelmingly on a voice vote (61). 

Subsequently, the ADA initiated 
an effort to amend the Indian Health 
Care Improvejnent Act which was in 
tlie process of being reauthorized by 
the Congress in the dosing daj^ of 
the 1081h Congress. This Act autho- 
rizes development and operation of 
the Community Health Aide Pogram, 
which includes Dental Health Aides. 
House Bill FIR 2440 was amended at 
mark-up (House Report 108791, Sec- 
tion 121, #7) to read "ensure that no 
dental health aide is certified under 
the program to perform treatment of 
dental caries, pulpofcomics, or exhac- 
tions of teeth." The Senate version of 
the HR 2440 was S 556. TheADA'.«i 
amendment was not successful as rc- 
authorization of the Indian Health 
Care Improvement Act was not able 
to be accomplished by the TOS'” Con- 
gress; reauthorizing legislation will 
have to be re-introduced in the 109"' 
Congress (61). 

It seems clear that organized 
dentistry's opposition to developing 
a member of the dental team to pro- 
vide primary care for underserved, 
children has not changed since the 
first attempt to do so in 1949 at 
Forsyth. It is important to note that 
this current opposition is in the con- 
text of having individuals trained as 
foerapisbt provide care to native Alas- 
kan children in remote areas who es- 
sentially have no access to oral health 
care- 

A third potential environment for 
pediatric oral health therapists is in 
private dental offices, as exists in 
Saskatchewan, in such, therapists 
ctmid work under the supervision of 
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a dentist, serving as a dentist-extender 
for children's primary care, in much 
the same manner a dental hygienist 
serves in such a role for adult peri- 
odontal cate. Saskatchewan dentists 
testify to the significant economic re- 
turn on their investment in employ- 
ing dental therapiste apart from the 
opportunity it provides to care for 
more patients than could be cared for 
without such per^nnel. That is im- 
proved access. It would be in 
dentistry's economic self-interest to 
develop and deploy pediatric oral 
health therapists in private dental of- 
fices. 

A final potential environment for 
pediatric oral health therapists is the 
least desirable one, from the perspec- 
tive of dentistry — the offices of 
America's pediatricians. The major- 
ity of children are seen regularly by 
the nation's 57,000 pediatricians. In 
fact, tire typical tnfant/child has had 
12 visits to die pediatrician by age 
three, providing multiple opportuni- 
ties for early intervention to effect pre- 
ventive and therapeutic oral health 
cdre(62). Recently, the Public Health 
Practice Office of the Centers for Dis- 
ease Control funded a stirdy of the 
dental practice acts of all 50 states and 
the District of Columbia to determine 
the limitations the individual state 
practice acts place on individuals, 
other than lic^sed dentists, to pro- 
vide oral health care (63), The results 
of the study indicate there would be 
no restrictions on physicians, such as 
pediatricians, providing dental care 
in 23 states; and no restrictions in 'an 
additional 11 states as long as den- 
tistry is not practiced "as a specialty." 
in nine states, physicians would only 
be allowed to provide emergency care. 
Three additional state practice acts 
seemed to suggest physicians would 
be restricted from providing any oral 
health services. It is interesting to 
speculate what might happen if a pe- 
diatrician were to hire a dental thera- 
pist trained in Canada, New Zealand, 
or another country, and began to of- 
fer primary oral health care for chil- 
dren in his or her office, fn 2(K)1, the 
average pediatrician earned 
$150,000/year,(64) whereas that 
same year the average pediahric den- 


tist earned $293,320 <65). It has been 
expressed in the pa^ that the revolu- 
tion we are experiweing in health 
care, both In th^apeutic approaches 
and the environment of practice, is 
such as to encourage physicians to 
became more adventuresome in ex- 
panding dieir services fi} mdude den- 
tistry (^). Pediatricians are now re- 
ceiving training in oral health care in 
a number of settings around ttie coun- 
try and are conducting exams 
and applying fluoride varnish to 
children's teeth, for which they are 
beiiig remunerated (67). Contpetitlon 
in the marketplace of health care could 
lead to undesirable economic conse- 
quences for dentistry, absent the pro- 
fession aggressively addressing the 
oral health disparities among the 
nation's children. 

Social Justice. Kopleman and 
Palumbo have published a thought- 
ful and compelling article in the 
Amgric^n lO UT Tial of Lfl W .an d M e di- 
cine entitled: 'The U-S- Health Deliv- 
ery System: Inefficient and Unfair to 
Chil^en" (68). The paper explores 
the four major ethical theories of so- 
cial (distributive) justice: utilitariiu\- 
ism; egalitarianism, libertarianism, 
and contractarianism. ‘They conclude 
that no matter which theoretical 
stance you take, children should re- 
ceive /irforify consideration in receiv- 
ing health care. Yet, our children do 
not even receive c</urt/, mudr less pri- 
ority, consideration. 

One of the most important and in- 
nuentia! books of pditical philosophy 
written in the 20’^ century was A 
Theory of fustier by the late Prol^sor 
Jolui Rawb of Harvard University 
(69). in it Professor Rawls carefully 
expiicatesthenatureofjusHce. Inhis 
model of justice, social and economic 
arrangements would be such as to 
maximally benefit the ivorst off, Givejt 
a Ra wlsian view' of social justice, our 
nation's oral health care system, if is 
il to be just, must be such as to be com- 
mitted to maxintally benefiting the 
“oforst off." Our disparities and ac- 
cess problems are visited dispropor- 
tionately on socio-economic groups 
that are the feast well off- Norman 
Daniels, professor of bioethics and 
population health at the Harvard 
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School of Public Health, agrees with 
Rawls, and argues that a just society 
should provide basic health care to 
all, but redistribute health care more 
favorably to children (70). He justi- 
fies this conclusion based, on the af- 
fect health care has on equality of op- 
portunity for children; with equality 
of opportunity being a fundamental 
requirement of justice. As noted, poor 
and minority children, tiie most vul- 
nerable individuals in ournatton, and 
the "tiwsfc^,"havea\e highest preva- 
lence of oral disease, the poorest ac- 
cess to oral healti\ care, and the poor- 
est overall oral health. Justice de- 
mands they be maximally benefited, 
in order that they ultimately have 
"equal opportunity" to do well. 

Condusion. 

The time has come for the prbfes- 
ston of dentistry to seriously and cou- 
rageously provide access to oral 
health care for a!! of America's chil- 
dren in such a manner that major bar- 
riers are destroyed and so that par- 
ents, regardless of their economic sta- 
tus, ethnicity, or cultural circum- 
stance, can be assured their children 
will be treated justly by society, in that 
they have an equal opportunity, with 
other children, for good oral health. 
A method that can be effective in 
achieving such is the development' 
and deployment of pediatric oral 
health therapists, allied professionals 
uniquely trained to care for the oral 
health of children. To its credit, the 
American Association of Public 
Health Dentistry has endorsed the 
concept of a pediatric oral health 
therapist in its strategic plan, released 
in April of 2004 (71). 

Acknowledgements 

^ 'This article was developed in the 
context of n three-month sabbatical 
from the University of Kentucky. I ac- 
knowledge, with grateful apprecia- 
tion, the hospitality extended to me 
during this period by: Dr. Thomas 
Kardos, Associate Dean for Academic 
Affairs, School of Dentistry, Univer- 
sity of Otago, Dunedin, New Zealand; 
Ms. Helen Tane, Director of the den^ 
tal therapy program at the Univereity 
of Olago; Dr. Glenn Schnell, Director 



579 


FROM :j FRIEDMAN 


F«>< m. :3i0 s:^ 8157 


Jul. 20 2085 02:29PM P14 


54 

of the relational School of Dental 
Therapy, Pirst Nations University, 
Prince Albert, Saskatchewan, 
Canada; and Dr. Dominick DePaola, 
President of the Forsyth Institute, Bos- 
ton, Massachusetts. I am also grate- 
ful for the advice and assistance of 
Dr. jay w. Friedman, an early pioneer 
in the effort to introduce dental nurs- 
ing/rherapy to the United Stales. I 
also would like to acknowledge the 
invaluable assistance of Dr, Allen 
Hindin, a public health advocate and 
ADA delegate from Connecticut, and 
Dr. Ron Nagel, of the Indian Health 
Service in Alaska. 

References 

7 Kash DA. Oeveiopihg a pediamc or.il 
hvdUh therapist to help address oral 
hefliUi diKperilios among children. J Deni 
Edu 21104; 68 (1); 8-20, 

2. Cehshan S. Straw T. Access to oral 
healUt services for lovvincomc people; 
policy bnrritirs and opporturuties ftjr i«- 
lervtfnlion for the Kobert Wood Johnsoji 
PouBdatiou. Forum for State Health 
Policy Lendership, National Council of 
State Logislatures, 2002;2S. 

5. Fulton JT. Experiment u\ dental care; 
results tif New Zealand's ti« of school 
dental nurses. Geneva; Switzerland; 
World Health Organj^atiotii 1951, 

4. Srooking TWfi. A history o/ dunilstry 
In NtiU' Iceland. EHincdin. New Zealand; 
New Zealand Deotnl A}«(>ciation: 1980, 
.S. Saunders JL. The New ZoaUnd school 
dGtiUl scTvicot Its initiaiioA and devel- 
opment, J920-1960. Wellington, New 
9:«aJa«d; Government Printer, 1*964. 

6. U.S. Department of Health and I luman 

Services. Oral health in America: a re- 
port of the surgeon general. Rockville, 
Maryland: UJ3. Oepariment of Health 
and Human Services, Notional Institute 
of Dental and Craniofndat Research, 
National Institutes of Health; 2fl0C;30». 

7. Ud>. Dep.trtmcnt of Mcalth and Human 
Servicus. NntitHiol call lo action to pro* 
mote oral health: A pubhe-private part- 
oersiup under the leadership of the of- 
fice (If tltc surgeon general. Rockville, 
Maryland; U.S. Department of Health 
and Human Services, Public h^tlDi 5w- 
vlce. National Insriiurcs of 1 tcsltlj. Na- 
tional Iiuiitutc of Dental and Ctnniofa- 
Ciot KeWarch; 200.^:2«. 

«. improving the oral hcalrh status uf alt 
American; roles and responsibilities of 
academic dental institutions. Washing- 
ton, D.C.; American Dental Education 
A^ociation. 2003:22 9. Oral health; fac- 
tors contributing to low use of dental 
services by low-income populations. 
Washington, D.C. Ceheral Accouniing 
Office; 2000, 41. 

tn. Dental Workforce M(k3c1i 1997-2020. 
Chicago, nunt)is: American CVmtal As- 
sociation: 1999. 


|ii Health profoaatons shortage areas. 
Health Resources and Sinviccs Admin* 
istratioh, U.S. Department of Health 
and Human Servic«S: Rockville, M-iry- 
land; 1999-12. Brown kj, Lazar V. Mi- 
nority demtists: Why do wc iteed ti'em; 
closing the gap. Oftlce of Minority 
Itcnith, UA Department of Health and 
Human Services; Washington, D.C.; 
1999:6-7. 

l5. .Sonic 'NS, C^samassimu PS. U.S. 
predoctoral educatioii ia pediatric den- 
tistry: Its io^^act on access to donul care. 
J Dcftl.Edoc :ax»; 67:23-29. 

14. American Dental As.*fociatiun. Dental' 
. iita««jr files, Chicago, Illinois. 2002 : 

15. American Academy of t'ediatrics. 
ww*w.aap.orfi. Accessed July 24, 2003. 

16. Office of the tnepoctor Ccncral. 
Children's dental servitajs under Medic- 
aid: acces.s and utilization. U.S. De- 
partment of Health and Human Scr- 
vlcw>. San Francwco; 1996. 

|7. CchshanS, Hauck P, Scakc j. (rKrcosipg 
dentists' participation in Mediewd and 
SCHIP. Forum for State Health Policy 
Lendership, Natlunal Ctntforcneo of 
State Legislaturos. Denver and Wash- 
ir.glon: 2001;2il 

18. tinnnah A. New* Zealaird dentists, don- 
tai therapists, and dental hygienists: 
Work Force Analysts, 1998. Wellington, 
Netv Zealand; Dcntnl Council of New 
Zealand; 1998. 

19. Roddick A. Principal Dvotal Officer, 
Otago. Dunedin, Nvw Zealand; Personal 
communication. May, 2003. 

20. Kardos T. Associate Dvan for Aoadomu* 
Affairs. Sch<x>l of Dentistry, University 
of Otago, Dunedin, New z^dond. Per- 
sunal comniunicatiun; May 2003. 

21- New Zealand Ministry of Health T(X>)Vlt: 
Oral Health www.n»'whcallh.}?os4.nz/ 
toolkits/oralhcalth. Accessed juiy 24, 
2003. 

22. Stanley B. How di> we enliance the ct>n- 
sum«r-provider partnership? New 
Zealand Oent j 2000,-96:106-108. 

23. Thomson WM. Ass(Kiate rrnfassor Den- 
tal Public Health, School of Dentistry, 
University of Otago, Dunedin, New 
Zealand. Personal commuixic-ntitw; M.w 
2003. 

24. Improving child oral health and rcdtic- 
ing child oral health sneijualitieft; Re-, 
port to the Minister from the Public 
Health Advisory Committee. 
WclJington, New Zealand: NaHonnl 
Health Committee; 3003:94. 

25. Walsh J. International patterns of oral 
health care — the example of New 
Zealand. Harvard Denial Alumni Bul- 
letin; 1968. 

26. Walsh J. international patterns of oral 
hoAith care— -the example of New 
Zealand. N Z Dent f 1970; 66:143-152. 

27. Vargas CM. Crall fj, Schneider DA. 
Sociodcmographic dijtrlhutiOit of pedi- 
aiTic dental caries: NHANK UI. 1988- 
1944. ) Amor Dent Absoc. 39‘»8; 
129:1229-1238. 

28. W'orTdOmIHoalthCowntry/ArenI'forilc 
Programme. World Health 


journal of Public Ilealtb Ctentistry 

Organization Collaborating Contor, 
Mnlnio, Sweden; 2003. 

wM’w.whDcollab.oct.mah.ikJ. Acc-e.-^sed 
july.24, 2003. 

29, Rt^er DM. The omploy'ment of dental 
nurses. J Pub Health Pent 1978; 38:159- 
171. 

.10, Dnvey K. Dental tlwrapists in the Ca- 
nadian north. J Ctin Dent Assoc 1974; 
40:207-291. 

3 1 Schneli CM, The fadera! dental therapy 
program; a dream and the reality. Un- 
published manuscript 22 page.s. 

32. Health Canada, www, hc-sc,gc-ca/ 
cnglish/. Acces.sed July 24, 20CO- 

33. Province of Saskatchewan. Dental dis- 
ciplines act, The Statutes of 
Saskatchewan, 2001- www.hrha.sk.ca/ 
}magesI/D4-l.pdf.AccGSScd July 24,- 
2003, 

34. Reed C. Registrar, Saskatchewan Den- 
tal Tl'»crnp»st$ Association. Personal 
commtmication. July. 200.1- 

35. Ambrose ER, Hord AB, Simpson, WJA. 
Quality evaluation of specific dcnt.il 
services provided ,by the Saskatchewan 
dental plan; final report. Regina, 
Saskatchewan, Canada, 1976;19. 

36. TnjobkKid RC. An annlytiCAl model for 
,-isst'ssing the costs and benefits of train- 
ing and utilizing auxiliary health psr- 
soiUttf] with application to tlu: Canadian 
dental therapy program. (A disserta- 
tion); Department of Educational Tech- 
ttoiogv! Concordia University. 1992:276. 

37. American Dtmtal Assodation, House of 
Delegates action on dental nvriM pio- 
gram i.’juestioned by Massachusetts 
cummissioner of health, j Amor Oent 
Assoc 1959; 40;363-366. 

30. The Massachusetts dbwMl research 
project New York } of Dent 1950}XXi 
378-383iNew York Dental Association. 

39. American Dental Association. Masss* 
rhusetts dental nurse bill rescinded. ] 
Amer Dent Assoc 1V50; 41;371, 

40. U>bel^e R. The Forsyth experimervt: an 
alternative system ft>r dental care, Com- 
bridge, Massachusetts: Harvard Univer- 
sity Press, 1979. 

41. Ingle ;j. Ameriain dental enro— 1972: a 
pl.in dcsignod to deliver preventive and 
theropvuric dental care io the children 
Of Ailwrica. Paper presented at ihi? Co»- 
fcronco of Dental Examiners and Den- 
tal Educators. Chicago, lilmuis. 197223 
pages. Unpublished, 

42. Redig D, Dcwiiiist F, Nevit G, Snyder 
M. Delivery of dental services in New 
Zealand and California. } So Calif Dent 
'Assoc 1973; 41:318-351. 

43. American Dental Association. Delivery 
of dental services in New Zealand and 
California; summ.'iry of a report to the 
Ctlffomia Deniiil Ae&udatiun and the 
Southern California Dent.-tl Ass{>daUon. 
j Am«x Dent Assoc 1973; 87:542-543, 

44. Friedman JW, Ingle jl. New Zealand 
dental nurses- / Amer Dent Assoc 1973; 
8:1331. 

45. Friedman jw, IngU jl. Now Zeoiand 
dental nurse rifp»>r{, J Calif Dent Assoc 
1973; 1:7-8. 



580 


FROM :J FRIEDMAN 


FAX NO. :310 8^ 8157 Jul. 20 2005 02:30PM P15 


Vol. 65/ No. 1/ Wmter2C}05 


i6. Dunning JM- New- ZealAnd Sununary: I 
Amer Dent Assoc 1974; 88!27i-272. 

47. GoWbaber P. Improving the dental 
health status in the United Status — put- 
ting ytiur rfionc>' where yoiir mouth is.] 
Dent Educ 1977; 41:50-58. 

48. £poi\n EE, ChisweJl, U?, Dftvlson DD. 
The University of Kentucky experimen- 
tal duties dental hygiene prefect !.<jx- 
iftgion. Kentucky; University of Ken- 
tucky, 1976. Unpublished rop'ort. 

49. Sisty NL, Hendereon, WC, P*uie CU, 
Martin ]K. Evaluation of Student per- 
fOrmi>ncc in the four-ycar study of ex- 
panded functions for dental hygienists 
at the University of Iowa. ] /Amer Dent 
Assoc 1978; 97!6l3-627. 

50. Academy of Nurse Practitioners, 

www-innpxwg. Accused July 24, 2003. 

51. Academy of Physicians' Assistants, 
www.aapaxirg. Accused July 24, 2003. 

52. U.S. Depflrtnicnt of Labor. Bureau of 
Labor Statistics, www.bis.gov. Ac- 
cessed July 24, 2003. 

53. American Dental Association. 2(K31/02 
survey of allied dental education. Chi- 
cago. IllinittS! American Dental Asso- 
dation, 2002. 

54. American Dental Hygiene Association 
www.adha.org. Accessed July 24, 2003. 

55. Dunning JM. Deployment and control 
of deuktl huxiliarits in New Zealand and 
Ausfraha. J Amer Dent Assoc 
1972;85:6l8.ft26. 


56. Kids Cduid. State demograpitic data, 
2003- www.B^.ors/kwUicouni/datA- 
base/. Accused July 24, SXflt. 

57. Wright C. Keynote, address; principles 
of oral health services planning. New 
Zealand Dent }; 96:87>93. 

58. Cecil j. State Dottal Director, Common- 
wealfh of Kentucky, t’eisanal commu- 
nication, JtUy, 2003. 

59. Jones. C- Department of Heallh and 
Human Services, Office <rf the indiact 
Health Service, Personal cominunicalion/ 
July, 2n(». 

60. American Dental Association, Hotise of 
Delegates Proceedings, Ms. Tomisena 
Cole, personal communtcatiort, April, 
2003. 

61. American Dental Association; Bramson, 
House of Delegates Proceedings, Octo- 
ber 2004. 

62. AriCfican Academy of Pediatrics- Rec- 
ommendations for preventive practice 
health rare. Pediatrics 2000; 10S;626. 

63. The effects of State-dental practice laws 

allowing alternative models uf preven- 
tive oral health enre delivery to low-iA- 
come children. Center for Health Ser- 
vices Research and Policy, School of 
Pwbiie Health aird Health ServiceB, 
George Washington Uiuversity Medical 
Center, Jauusry 17, 2003. 

WWW, gw heaUhpcdicy.org/dowRloads/ 
Oral, Health-pdf. Accessed Jnly 30, 
2003. 


55 


64. Lowes, R. More hours, more patiw'ts, 
no raise? Income growth of most pri- 
maty care physidans lags behind infla- 
tion {earnings report) Medical Econom- 
ics, Noven^r 22, 2002. 

65- Johns, B.A., Brown, L.J., Ruesch, j.D.. 
Wagner, K.S., Financial aspects of spe- 
cialiste in private practice, 1992-2001 
AmcriCAii Dcnhii Assohafion. A poster 
presentation (#1955) at the International 
Association of IDental Research, Hono- 
lulu, Hawaii, March, 2004. 

66. Nash DA. l^e oral physirian-L.Crealing 
» new oral health professional for a new 
century; } Dent Educ 1995; .99:387-597. 

67. Lewis CW, Grossman, CXI. Domoto P, 
and Deyo RA, The Role of the pediahi- 
cian in the oral health of children: a 
national survey. Pediatries 2000; 106. 

68. Kopclmon, L.M, and Palumbo, M.G. 
The U.S. health delivery system: ineffi- 
cient and unfair tt> children. American 
journal of Law and Medicine, 
1999;XXIII; 319-337. 

69. KawIsJ. A theory of justice. Cambridge, 
M.assachusetts; Harvard University 
Press, 1972. 

70. Daniels, N, Just Health Care. Carn- 

bridge University Press, 1985. 

71. Implcmentatum Plan. American Asso- 
ciation of Public Hoalth Dentfstry. Ac- 
cessed at www.aaphd.org April 30, 
2004, 



581 


Statement of Katherine Gottlieb 
President/CEO, Southcentral Foundation 
Submitted to the Committees on Health, Education, Labor & Pensions 
and Indian Affairs 
United States Senate 

Hearing on S. 1057, Indian Health Care Improvement Act Amendments of 2005 

July 28, 2005 

Southcentral Foundation (“SCF”) congratulates the Senate Health, Education, Labor & Pensions 
Committee (“HELP”) and the Indian Affairs Committee (“SCIA”) on holding the first joint 
hearing regarding the Indian Health Care Improvement Act (“IHCIA”). SCF joins the two 
Committee Chairs in their expression of Ihistration that this bill has failed to be enacted by the 
Congress despite many years during which it has been considered. SCF is hopeful that this 
hearing will advance consideration of S. 1057 and lead to enactment this year. It also hopes that 
the information and views provided in this statement will be helpful to the Committees in their 
work and ask that this statement be included in the record of the July 14, 2005, hearing. 

There are many important provisions of this bill. In this statement SCF will address only a few 
of the many issues. SCF anticipates submitting other testimony as the bill is considered further. 

Background. 

SCF is a Tribal Organization that compacts with the Secretary of the U.S. Department of Health 
and Human Services under Title V of the Indian Self-Determination Act and Education 
Assistance Act (“ISDEAA”) to carry out programs of the Indian Health Service, In doing so, 
SCF acts on behalf of the Cook Inlet Region, Inc., an Alaska Native Regional Corporation. 

Dental Health Aide Therapists. 

SCF read with great interest the testimony of the President-Elect of the American Dental 
Association (“ADA”). It appreciates the ADA’s support for most aspects of the dental health 
aide program as it has been implemented by the Community Health Aide Certification Board 
pursuant to 25 U.S.C. § 1616/. SCF disagrees fundamentally with the ADA with regard to its 
opposition to the certification of Dental Health Aide Therapists (“DHATs”) as mid-level dental 
practitioners who may perform a wide range of dental services including three procediues that 
the ADA describes as “irreversible.” SCF urges that the Senate accept no ADA sponsored 
amendments to Section 121 ofS. 1057. 

The ADA asserts that the limited irreversible procedures that are allowed within the scope of a 
DHAT under their federal certification “risk patients’ safety and health.” The ADA provides NO 
support for that statement in its testimony or in any other documentation it has provided during 
the two year debate over this issue. By contrast, there is extremely powerful evidence from the 
42 other countries in which mid-level dental practice has become a mainstay of dental services 
that overwhelmingly supports the positive outcomes associated with the introduction of mid- 
level dental practitioners. Other testimony submitted in the record of this hearing addresses this 
in detail so SCF will not repeat it here. 
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The ADA also asserts that there is concern that DHAT training is not adequate to help DHATs to 
recognize cases in which patients may have other diseases that add to the complexity of certain 
dental procedures, especially if performed in a remote village. Once again, this concern is 
without foundation. This expression of concern reflects the ADA’s lack of experience in the 
villages of rural Alaska. These villages are served by certified community health aides who have 
been providing primary, acute, and emergency health care services in villages throughout Alaska 
for more than 30 years. The DHATs will be providing their services in the same clinics that the 
CHAs are located and where an integrated medical record on each patient is retained. The 
community health program, including the DHAT component, works because it is part of a 
comprehensive, integrated health program. The scope of DHATs is specifically designed to 
ensure that high-risk patients are not among the patients who are served by them. As Dr, 

Williard testified, one of the strengths associated with the practice of DHATs is that they are so 
focused on a limited number of procedures that they acquire and maintain a very high skill level 
in those. 

The ADA also suggests that the certification process for DHATs is not rigorous enough, pointing 
to the “independent verification ... by a state board, including a clinical examination” that 
dentists and hygienists must undergo. Once again, the ADA’s concerns are misplaced. The 
qualifications of each DHAT are subject to independent verification by a federally appointed 
Community Health Aide Program Certification Board. A DHAT must undergo a minimum of a 
three month preceptorship under the direct supervision of a licensed dentist. During this time 
they must demonstrate competence, at the same level as a licensed dentist, in each of the 
procedures that are included within their scope of practice. This is a far more rigorous process 
than any State board’s licensing “clinical examination.” In addition, the continuing education 
requirements are extremely rigorous, including requirements for periodic renewal preceptorships 
in which each DHAT’s skills can be reevaluated and improved by working closely with a 
licensed dentist. 

The ADA, having failed to support its proposition that the skills of DHATs are inadequate, 
attempts to sidestep that question by suggesting that there is really no need. Nothing could be 
further from the truth. We agree with the ADA that there is a need for dental prevention services 
in every village. However, as critical as prevention is, it will not eliminate the enormous backlog 
of unmet dental health care needs that exists among Alaska Native adults and children. Neither 
will a “volunteer” program, whether “credentialing” is simplified or not. SCF provides dental 
services not only through its primary program in Anchorage, but also in McGrath and the 
surrounding villages. Rural delivery presents special challenges that cannot be optimally 
addressed solely by any model of visiting dentists. As important as itinerant care by dentists is, 
it cannot be as successful as a model of delivery in which well-trained, highly skilled, mid-level 
practitioners from the villages they serve both provide care and, by their regular presence, 
change attitudes about dental treatment. 

The ADA also tries to justify its opposition to the scope of practice of DHATs by suggesting that 
an alternative is to implement another type of provider called “Community Oral Health 
Providers” (“COHP”). The ADA attaches to its testimony a paper by four dentists, one of whom 
is Dr. Tom Kovaleski, the director of SCF’s dental program. COHP has great possibilities for 
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addressing dental provider shortages in many communities. It is NOT, however, nor was it 
intended to be, an alternative to DHATs. Operational efficiencies are important, COHP provides 
one model for achieving them; one that should be considered throughout the United States. In 
our view, the COHP study validates the levels of dental health aide certification adopted by the 
Community Health Aide Program Certification Board, which includes primary prevention 
practitioners, expanded function dental assistants (who are very similar to the COHPs as 
described in the paper), and DHATs. The DHATs are the penultimate level in the new paradigm 
for Indian health program service delivery - one now built on many of the same assumptions as 
the COHP model. 

While SCF appreciates the contributions made by the COHP paper, as well as the positive 
comments the ADA made about SCF and the accomplishments of SCF’s dental program, it 
cannot and does not endorse the unsupported suggestion of the ADA that COHP can eliminate 
the need for DHATs. SCF does not believe that one conclusion leads to the other, and it 
certainly does not agree with the second conclusion reached by the ADA. 

In summary, SCF is proud of its accomplishments in dental program operation and of the 
recognition by the ADA of its work, SCF does NOT endorse the ADA’s request that Congress 
limit the scope of practice of DHATs. SCF believes that DHATs offer great promise for 
improving the delivery of high qualit>' dental health services. SCF urges the Senate to reject any 
change to Section 121 of the Indian Health Care Improvement Act that would result in statutory 
restriction on the scope of practice of DHATs. 

Thank you for your consideration of this statement. If SCF can respond to any questions, please 
contact me. 
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Statement of the Dqjartment Of Health and Human Services 
On S. 1 057, - A Bill to Amend the “Indian Health Care hnprovement Act Amendments of 2005" 

Mr. Chairmen and Members of the Committees: 

I am honored to testify before you today on the important issue of reauthorization of the Indian 
Health Care Improvement Act (IHCIA). Accompanying me today are Robert McSwain, Deputy 
Director, Craig Vanderwagen, M.D., Acting Chief Medical Officer, and Gary Hartz, Director, 
Office of Environmental Health and En^neering. 

This landmark legislation forms the backbone of the system through which Federal health 
programs serve American Indians/Alaska Natives and encourages participation of eligible 
American Indian/Alaska Natives in these and other programs. 

The IHS has the responsibility for the delivery of health services to more than 1 .8 million 
Federally-recognized American Indians/Alaska Natives through a system of IHS, tribal, and 
urban (I/T/U) health programs based on judicial decisions and statutes. The mission of the 
agency is to raise the physical, mental, social, and spiritual health of American indian/Alaska 
Natives to the highest level, in partnership with the population we serve. The agency goal is to 
assure that comprehensive, culturally acc^table personal and public health services are available 
and accessible to the service population. Our foundation is to uphold the Federal government's 
responsibility to promote healthy American Indian and Alaska Native people, communities, and 
cultures and to honor and protect the inherent sovereign rights of Tribes. 
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Two major statutes are at the core of the Federal government’s responsibility for meeting the 
health needs of American Indians/Alaska Natives: The Sn)der Act of 1921, P.L.67-85, and the 
Indian Health Care Improvement Act (IHCIA), P.L. 94-437, as amended. The Snyder Act 
authorized regular appropriations for "the relief of distress and conservation of health" of 
American Indians/Alaska Natives. The IHCIA was «iacted "to implement the Federal 
responsibility for the care and education of the hidian people by improving the services and 
facilities of Federal Indian health programs and encoura^ng maximum participation of Indians in 
such programs." Like the Snyder Act, the IHCIA provides the authority for the Federal 
government programs that deliver health services to Indian people, but it also provides additional 
guidance in several areas. The IHCIA contains specific language addressing the recruitment and 
retention of health professionals serving Indian cwnmunities; the provision of health services; 
the construction, rq>lacement, and repair of health care facilities; access to health services; and, 
the provision of health services for urban Indian people. 

DHHS Activities 

Since enactment of the IHCIA in 1976, statutory authority has substantially expanded programs 
and activities to keep pace with changes in healthcare services and administration. Federal 
funding for the IHCIA has contributed billions of dollars to improve the health status of 
American Indians/Alaska Natives. And, much progress has been made particularly in the areas 
of infant and maternal mortality. 
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The Department under this Administration’s leadership reactivated the Intradepaitmental Council 
on Native American Affairs (ICNAA) to provide for a consistent HHS policy when working with 
the more than 560 Federally recognized Tribes. This Council gives the IHS Director a highly 
visible role within the Department on Indian |K>licy where he serves as vice chairperson of the 
Council. 

The Department has also recently completed work ushering through a revised HHS Tribal 
consultation policy and involving Tribal leaders in the process. This new policy further 
emphasizes the unique govemment-to-govemment relationship between Indian Tribes and the 
Federal government and assists in improving services to the Indian community through better 
communications. Consultation may take place at many different levels. To ensure the active 
participation of Tribes in the development of its budget request, an HHS- wide budget 
consultation session is held annually. This meeting provides Tribes with an opportunity to meet 
directly with leadership from all Departmait agencies and identi fy their priorities for upcoming 
program requests. Last year, Tribes idaatified inflation and population growth as their top budget 
priorities and IHS’s FY 2006 budget request included an increase of $80 million for these items. 
Both the House and the Senate have included these increases in FY 2006 appropriations action, 
and we appreciate their efforts in this regard. 

Through the Centers for Medicare &. Medicaid Services (CMS), a Technical Tribal Advisory 
Group was established which provides Tribes with a vehicle for communicating concerns and 
comments to CMS on Medicare, Medicaid and SCHIP policies impacting their members. And, 
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the IHS has been vigilant about improving outcomes of Indian children and families with 
diabetes by increasing education and physical activity programs aimed at preventing and 
addressing the needs of tliose susceptible to, or struggling with, this potentially disabling disease. 

It is clear the Department has not been a passive observer of the health needs of eligible 
American Indians/ Alaska Natives. Yet, we r«x)giize that health disparities among this 
population do exist and are among some of the hipest in the Nation for certain diseases (e.g., 
alcoholism, tuberculosis, diabetes, and injuries), and that improvements in access to IHS and 
other Federal and private sector programs will result in improved health status for Indian people. 

The IHCIA was enacted to provide basic primary and preventive services in recognition of the 
Federal government’s unique relationship with members of Federally recognized Tribes. 
Members of Federally recognized Tribes are also eligible for other Federal health programs (such 
as Medicare, Medicaid and SCHEP), on the same basis as other Americans, and many also 
receive health care through employer-sponsored or other healthcare coverage. 

It is within the context of current law and programs, that we turn out attention to S.1057. 

S.1057 

We are here today to discuss reauthorization of the IHCIA, and its impact on programs and 
services provided for in current law. Improving access to healthcare for all eligible American 
Indians and Alaska Natives is critical to the Department and a priority for all of those involved in 
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the administration of these important programs. We, therefore, commend your interest and will 
note positive provisions in S.1057. However, we will also note concern on provisions which 
may negatively impact our ability to provide needed access to services by establishing program 
mandates and burdensome requirements that may divert resources from important services. We 
hope to work with you to address these issues. 

The Department brings a keen awaren^ of the health care needs of Indian country and is 
supportive of reauthorization of the IHCIA. We support provisions that increase the flexibility of 
the Department to work with Tribes, to increase the availability of health care, including new 
approaches to delivering care, and to expand the range of options of health services available to 
eligible American Indians and Alz^ka Natives. Accordingly, I commend Congress for including 
in S. 1057 various changes that respond to concerns raised in previous proposals. Some of these 
changes go a long way toward improving the ability of the Secretary to effectively manage the 
program within current budgetary resources. 

Moreover, I would like to note our particular interest in other provisions of S. 1057. 

In the area of behavioral health, title VII of S. 1057 provides for the needs of Indian women and 
youth and expands behavioral health services to include a much needed child sexual abuse and 
prevention treatment program. The Department supports this effort, but opposes language in 
Sections 704, 706, 7U(b) and 712 that requires the establishment or expansion of specific 
additional services. The Department should be given the flexibility to provide for all Behavioral 
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Health Programs in a manner that supports the local control and priorities of Tribes, and to 
address their specific needs within IHS overall budgetary levels. 

Provisions Related to Medicare and Medicaid 

In general, we believe the provisions of the bill fliat relate to the Medicaid and State Children’s 
Health Insurance (SCHIP) programs should be considered by the authorizing committees and in a 
framework consistent with the FY 2006 Budget Resolution and the Reconciliation process. As 
part of the larger Resolution and Reconciliation process, a Medicaid Commission was 
established to examine many aspects of that program. The Commission is charged with advising 
the Secretary on ways to modernize the Medicaid program so that it can provide high-quality 
health care to its beneficiaries in a financially sustainable way. Tribes are represented on the 
Commission through Secretary Leavitt’s recent appointment of the Chair of the Centers for 
Medicaid and Medicaid Services Tribal Technical Advisory Group. 

Reporting Requirements 

S.1057 includes new requirements for reporting to Congress within the President’s Budget. The 
IHS and HHS will work with Congress to provide the most complete and relevant information on 
IHS programs, activities, and performance. However, we recommend striking language that 
provides additional specificity about what should be included in the President’s budget request, 

Indian Health Professions Scholarships 

Currently, the scholarship program regularly consults with the I/T/U’s to determine the priorities. 
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Each year, the program sends letters to all tribal chairmen, tribal health directors, urban program 
directors, IHS clinical directors, and IHS headquarters offices. Through this communication, 
scholarship program staff will update the relevant parties regarding the health professions for 
which awards were made in the current year and ask for their recommendations for the 
professions for which awards should be made in the coming year. Recommendations are 
aggregated and reviewed with the Office of Public Healdi and the Office of Management Support 
to determine which professions will be funded for the coming year. 

New section 104(a) (2) proposes to allocate the program funding by formula to the twelve IHS 
areas. If allocation by formula is authorized hidian, students will not be given an opportunity to 
apply for a scholarship if their area does not receive adequate allocation and if their profession is 
not considered a priority in their area e.g., dental hygienist, physical therapist, medical 
technology. This would even impact a medical student who has identified general surgery or 
general psychiatiy as a specialty. They will not receive the scholarship, because it is not a priority 
or there are no positions available for these disciplines/specialties. 

We are concerned that the large areas will receive the greatest amount of appropriated funds, 
leaving the smaller areas with amounts sufficient to fund only a small portion of their health 
professional needs. If an area chooses to allocate the fimds among the tribes within the area, 
funds available to many will be insufficient to support even one student. 


We recommend retaining the provision in current law which would maintain the national focus 
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of the scholarship program to more appropriately meet the health professions needs of Indian 
country. 

Diabetes Evaluation and Coordination 

The bill has eliminated the current requiremoit for an evaluation of the 20 model diabetes 
programs for effectiveness and for each Area to employ at least one diabetes control officer, 
commonly now known as the Area Diabetes Consultant/Coordinator, to coordinate and manage 
on a full-time basis activities within the Area Office for the prevention, treatment, and control of 
diabetes. Area Diabetes Consultants/Coordinators are critical to the ability of the Service to 
provide support to the local Indian health programs as they implement the Special Diabetes for 
Indians Program formula and competitive grants programs. The evaluation provision for the 
model diabetes progran^ also is important to ensure that this program’s effectiveness is assessed 
to make sure it maintains a productive role in the context of the implementation of the Special 
Diabetes for Indians Program at the local level. Both the National Diabetes Program and the 
Tribal Leaders Diabetes Committee (TLDC) have advocated for Area Diabetes 
Consultant/Coordinators. 

We recommend that the requirement to employ at least one diabetes control officer in each of the 
12 areas, as well as the requirement to evaluate the effectiveness of services provided through 
model diabetes projects established under this section, be retained. 
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Health Care Facilities 

Sanitation facilities construction is conducted in 38 States with Federally recognized Tribes who 
take ownei^hip of the facilities to operate and maintain them once completed. There are 49 
hospitals, 247 health centers, 5 school health centers, over 2000 units of staff housing, and 309 
health stations, satellite clinics, and Alaska village climes supporting the delivery of health care 
to Indian people. 

Health Care Facilities Needs Assessment & Report 

New section 30i(d)(l) authorizes Government Accountability Office (GAO) to complete a 
report, after consultation with Tribes, on the needs for health care facilities construction, 
including renovation and expansion needs. However, efforts are currently underway to develop a 
complete description of need similar to what would be required by the bill. The plan is to base 
our future facilities construction priority system methodology application on a more complete 
listing of tribal and Federal facilities needs for delivery of health care services funded through the 
IHS. We will continue to explore with the Tribes less resource intensive means for acquiring and 
updating the information that would be required in these reports. 

We recommend the deletion of the reference to the Government Accountability Office 
undertaking the report because it would be redundant of and a setback for IHS’s current efforts to 
develop an improved facilities construction methodology. This would allow the IHS to complete 
its new priority construction methodology which will address the future federal and tribal health 
facility needs. 
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Retroactive funding of Joint Venture Construction Projects 

New section 311 (a)( 1 ) would permit a tribe that has “begun or substantially completed” the 
process of acquisition of a facility to participate in the Joint Venture Program, regardless of 
government involvement or lack thereof in the fo:ility acquisition. An agreement implies that all 
parties have participated in the development of a plan and have arrived at some kind of 
consensus regarding the actions to be taken. By pOTnitting a tribe that has “begun or 
substantially completed” the process of acquisition or construction, the proposed provisions 
could force IHS to commit the government to support already completed actions that have not 
included the government in the review and approval process. We are concerned that this 
language could put the government in the position of acc^ting space that is inefficient or 
ineffective to operate and recommend that it be deleted. 

Sanitation Facilities DeHciency DeHnitions 

New section 302(h)(4) provides definitions of the sanitation deficiencies used to identify and 
prioritize water and sewer projects in Indian country, which are ambiguous. As proposed 
deficiency level HI could be interpreted to mean all methods of service delivery (including 
methods where water and sewer service is provided by hauling rather than through piping 
systems directly into the home) are adequate to meet the level HI requirements and only the 
operating condition, such as frequent service interruptions, makes that facility deficient. This 
description assumes that water haul delivery systems and piped systems provide a similar level of 
service. We believe it is important to distinguish between the two. 
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In addition, the definition for deficiency level V and deficiency level IV, though phrased 
differently, have essentially the same meaning. Level IV should refer to an individual home or 
community lacking either water or wastewater facilities, whereas, level V should refer to an 
individual home or community lacking both water and wastewater facilities. 

We recommend retaining current law as more appropriate for distinguishing the various levels of 
deficiencies which determine the allocation of existing resources. 

Threshold Criteria for Small Ambulatory Program 

New Section 305(b) (1) amends current law to set two minimum thresholds - one for number of 
patient visits and another for the number of eligible Indians. In order to be eligible under the 
criteria of S. 1057, a facility must provide at least 150 patient visits annually in a service area 
with no fewer than 1500 eligible Indians. Aside from the fact that these are both minimum 

thresholds and so somewhat contradictory, the new makes implementation difficult. First, the 

\ 

IHS cannot validate patient visits unless the applicant participates in the Resource Patient 
Management System (RPMS). Since some tribes do not participate in the RPMS, it is difficult to 
ensure a fair evaluation of all applicants. Second, the term “eligible Indians” refers to the census 
population figures, which cannot be verified, since they are based on the individual’s statement 
regarding ethnicity. In order to make the language clear and equitable, the provision should 
provide one minimum threshold that can be validated. 
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New Negotiated Rulemaking and Consultation Requirements 

We are concerned about the remaining requirements for negotiated rulemaking and increased 
requirements for consultation in the bill because of the high cost and staff time associated with 
this approach. We are committed to our on-going consultation with Tribes and urban Indian 
organizations under current Executive Orders, as well as promulgating regulations where 
necessary to carry out IHCIA using the procedures required by Chapter V of title 6, United States 
Code (commonly known as the Administrative Procedures Act). 

We have other objections to S.1057, including, for example: new requirements using “shall” 
instead of “may” in provisions that will create budget pressures on current program activity; 
expansion of the scope of Federal Torts Claim Coverage for services provided to otherwise 
ineligible non-Indians; expansion of authorities for Urban Indian Organizations; elimination of 
the term “grant” and replacement with the term “funding”; and new provisions that contemplate 

the Secretary exercising authority through the Service, Tribes and Tribal Organizations which is 

\ 

not tied to agreements entered into under the Indian Self-Determination and Education 
Assistance Act (ISDEAA). The Administration may also have additional views on this 
legislation. 

I reiterate our commitment to working with you to reauthorize of the Indian Health Care 
Improvement Act, and the strengthening of Indian health care programs. I hope to work with this 
Committee and other Committees of the Congress, the National Tribal Steering Committee, and 
other representatives of Indian country to develop a bill that all stakeholders in these important 
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programs can support. Again, I appreciate the opportunity to appear before you today to discuss 
this important legislative proposal. I will be pleased to try to answer any questions that you may 
have. Thank you. 
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THE URBAN INDIAN HEALTH CARE STORY: 
THE NEED FOR SERVICES 

“Between the intentions of the lawmakers and the reality of 
regulatory actions lies the service gap that confronts the urban 
Indian. The result is untold desperation and waste of human 
resources.” 

Final Report of the American Indian Policy Review Commission, 
Vol. 1, p. 436 (emphasis added). 


I. INTRODUCTION 

Honorable Chairman and Committee Members, my name is Georgiana Ignace, President 
of the National Council of Urban Indian Health (NCUIH). I am a member of the Menominee 
Tribe and serve on the board of the Gerald L. Ignace Indian Health Center, Inc., which provides 
health care services to the Milwaukee urban Indian community. On behalf of NCUIH, and its 34 
member programs, I would like to express our appreciation for this opportunity to testily before 
your Committee on urban Indian health issues. 

Founded in 1998, NCUIH is the only national membership organization of urban Indian 
health programs. NCUIH seeks, through education, training and advocacy, to meet the unique 
health care needs of the urban Indian population. Title V urban Indian health programs provide a 
wide range of health care and referral services in 41 cities, actively serving approximately 
1 50,000 urban Indians per year. ’ NCUIH is the successor organization to the American Indian 
Health Care Association, which provided advocacy and educational services on behalf of urban 
Indian health organizations for nearly 15 years prior to the establishment of NCUIH. 

In general, S. 1057 contains many provisions that will support urban Indian programs. In 
this testimony I address the critical importance of providing Urban Indian Health Programs with 
access to the Federal Supply Schedule, as well as Federal Tort Claims Act coverage and a 100% 
Federal matching rate for Medicaid services. My testimony also focuses on the unique 
circumstances of urban Indians, the barriers they face in accessing health care, and the Federal 
obligation to address urban Indian health care needs. As set forth below, the Federal government 
has long acknowledged that its trust obligation to Native peoples is not just based on reservation 
geography, but extends in some measure to wherever Native people live within the United States. 


II. GUIDING PRINCIPLES FOR URBAN INDIAN HEALTH PROGRAMS 

In 1994, urban Indian health providers, during the tenure of the American Indian Health 
Care Association - NCUIH’s predecessor organization - met in San Diego and adopted four 


’ According to the 2000 census, 66% of American Indians and Alaska Natives live in urban areas, up from 45% in 
1970, 52% in 1980 and 58% in 1990. 
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“Guiding Principles.” These principles still hold true for NCUIH’s current efforts on behalf of 
urban Indians and directly address the relationships between and among urban Indians, Indian 
Tribes and the Federal government. 

A. Sovereignty of the Tribes. The first principle addresses the understanding of urban 
Indians regarding the central importance of tribal sovereignty and the govermnent-to-govemment 
relationship between Tribes and the United States; 

Sovereignty of the Tribes: f^e believe that tribal sovereignty, based on 
government-to-government treaties and trust responsibilities, along with certain 
moral obligations, of the United States government, is the foundation for all 
Indian affairs, including health eare. 

In the National Steering Committee’s deliberations there was recognition of the 
importance of emphasizing the sovereignty of tribal governments and the Federal government’s 
trust obligation to Tribes and tribal peoples. There was also a recognition of the historieal 
circumstances, largely a result of Federal government actions and policies, which gave rise to 
urban Indian communities consisting of Indians from a wide variety of tribal backgrounds (these 
circumstances are discussed in Section IV). 

Although Congress has been specific about its commitment to both Tribes and urban 
Indians,^ we recognize that, despite our common interest in health services, Tribes and urban 
Indians generally occupy different places in Federal Indian policy. Federally recognized tribes 
have sovereignty and a trust relationship with the United States; as a result there are many 
different federal laws addressing that relationship in such areas as land, water, criminal justice, 
and jurisdiction, which have no applicability to urban Indians. Although most urban Indians 
belong to federally recognized tribes, urban Indians do not aspire as such to be recognized as 
having sovereign powers or as being in a govemment-to-govemment relationship with the 
United States. 

B. All Indian People. The second principle addresses the reality of the urban Indian 
experience. 


All Indian People. tVe believe that all Indian people, regardless of tribal 
affiliation, blood quantum, or their place of residence are entitled to all the 
necessary health resources and services to achieve the highest possible health 
status. 

Many Indians, from many different tribes have ended up in urban areas. As described in greater 
detail in Section IV below, for a variety of reasons, mostly traceable to federal government 
action, they find themselves among the ranks of the urban poor. Most are members of Federally 
recognized tribes; some are not. Many among the latter have become so disconnected from their 


^ Congress has made clear, as set forth in the current Indian Health Care Improvement Act, “that it is the policy of 
this Nation, in fulfillment of its special responsibility and legal obligation to the American Indian people, to meet the 
national goal of providing the highest possible health status to Indians and urban Indians and to provide all resources 
necessary to effect that policy.” 25 U.S.C. Section 1602(a) (emphasis added). 
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tribes that it is difficult for them to obtain tribal membership, or their tribes have been terminated 
or otherwise marginalized. Yet they are all Indian; they are recognized as Indian by their 
community; their circumstances are principally the result of Federal Indian policies; they are 
deserving, morally and legally, of support from the Federal government in achieving the highest 
possible health status. 

C. Traditional Medicine. For urban Indians, as much as for reservation Indians, 
traditional medicine is critically important to maintaining a connection with tribal and cultural 
identity and plays an important role in a holistic approach to their health. 

Traditional Medicine. fVe believe that traditional Indian medicine is intrinsic 
to our culture and essential to a holistic approach to healing the body, mind, 
and spirit of our people. 

Urban Indians stand shoulder-to-shoulder with their reservation brothers and sisters on the 
critical importance of preserving and integrating traditional medicine into Indian health 
programs. 

D. Unified Urban/Tribal Partnership. We believe in working closely with the Tribes. 

Unified Urban/Tribal Partnership. We believe that a unified Indian 
partnership is vital to assure access to comprehensive health services to achieve 
the highest possible health status for all Indian people. 

Many tribal peoples live in urban areas; some permanently, some periodically.^ 

However, in many urban centers, it is not practical for any one tribal government to set up an 
outreach to only its own tribal members. In fact, “in some urban centers, there are as many as 40 
tribal governments nearby, and representation of tribes on urban Indian programs might include 
over 80 different tribes.”"* The urban Indians have developed skills necessary for survival (if not 
yet prosperity) in the urban environment;* the tribes are the great repository of cultural tradition 
and knowledge. The practical approach is the current approach: working together, Tribes and 
urban Indian health organizations can provide the best possible health care for our people. The 


’ One Federal court has noted that the “patterns of cross or circular migration on and off the reservations make it 
misleading to suggest that reservations and urban Indians are two well-defined groups.” United States v. 
Raszkiewicz, 169 F.3d 459, 465 (7*" Cir. 1999) 

^ U.S. Congress, Office of Technology Assessment, Indian Health Care, OTA-H-290 (Washington, DC: U.S. 
Government Printing Office, April 1986), p. 38. 

^ “The Committee views the health dilemma of urban Indians as a serious obstacle in their quest to become self- 
sufficient and participating citizens. Fortunately, an evolving Congressional policy addressed to this problem has 
served to provide the essential experience and information for the provisions contained in Title V. That evolving 
policy has been built on the concept of self-determination with the Indians themselves managing federally 
subsidized health efforts tailored to fit the health circumstances of Indian populations residing in specific urban 
centers.” H.Rep. No. 9-1026, 94* Cong., 2d Sess. 18, reprinted in 1976 U.S. Cong. & Admin. News (USCAN) p. 
2652 and 2752. 
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extraordinary level of cooperation in the work of the National Steering Committee is proof 
positive of the value of this approach. 

III. HEALTH STATUS OF URBAN INDIANS 

According to a fact sheet developed by the National Urban Indian Policy Coalition urban 
Indian unemployment is double that of all other races [in some cities, like Boston, there is 
evidence that the Indian unemployment rate is quadruple the rate for all other races]; urban 
Indian poverty levels are three times that of any other race; the urban Indian high school drop out 
rate is over 75%; the urban Indian business development rate is the lowest of any race; urban 
Indians have higher mortality rate from alcoholism and related causes than other races; the urban 
Indian suicide rate is four times that of all other races; and urban Indians have three times the 
national rate for diabetes and heart disease. 

NCUIH has consulted with the Urban Indian Health Programs to identify 19 program 
priorities of equal importance to address the health care crisis among urban Indians. They are as 
follows: 


• Diabetes 

• Cancer 

• Alcohol and Substance Abuse 

• Heart Disease 

• Mental Health 

• Maternal and Child Health 

• Dental Health 

• Injuries 

• Elder Health 

• Respiratory / Pulmonary 

• Violence / Abuse 

• Infectious Disease 

• Hearing Disease 

• Eye Disease 

• Health Promo / Disease Prevention 

• Tobacco Cessation 

• Information Technology Support 

• Maintenance and Repair 

• Facilities and Environmental Health Support 
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IV. BARRIERS TO MAINSTREAM HEALTH CARE EXPERIENCED BY URBAN 

INDIANS*' 

“The lack of employment opportunities leads to a downward 
spiral that reduces the urban Indian’s life to a struggle for 
subsistence. For example, the private practice system of health 
care is certainly beyond the financial reach of most newly 
arrived urban Indian families. They must depend on public 
services. Yet here, the service gap reveals itself again.” 

Final Report of the American Indian Policy Review Commission, 
p, 437 (emphasis added). 

The status of Urban Indian health is as poor as that for reservation Indians.^ This section 
describes the many barriers that Urban Indians face in their efforts to access adequate health care 
in the urban environment: 

Physical/geographic barriers can include (I) telephone availability; less access to 
transportation; and (3) high mobility. Many Native Americans do not have phones, increasing 
the difficulty in making appointments. For example, in Arizona, thirty percent of urban Indians 
have no household access to phone services. Indian people have much less access to private 
vehicles than the general population. Not having a vehicle creates barriers for people who must 
make arrangements with others to bring them to appointments. Public transportation (if 
available) makes for a longer travel time and can be costly. The high mobility of Indian people 
is another barrier to care. People who move often are not able to follow with the same provider, 
and this disrupts continuity of care and can lead to a decrease in the quality of care. When a 
person moves to another area, they must go through the system again to qualify for benefits, 
locate a provider, and receive care. In addition, movement back and forth between the 
reservation is common, which can significantly affect the ability of health professionals to 
provide prompt, quality follow-up care. 

Financial/Economic barriers also contribute to the poor quality of urban Indian 
health care. People who do not have the resources, either through insurance or out-of-pocket, to 
pay for prevention and early intervention care may delay seeking treatment until a disease or 
condition has advanced to the stage where treatment is more costly and the probability of 
survival or correction is lower, 

Medicaid is available for urban Indians, but difficult to access. Applying for 
Medicaid or other medical assistance is a long and detailed process, presenting many barriers to 
people who don't understand the system or lack the necessary skills to complete the paperwork 
involved. Furthermore, the required documentation is difficult for many urban Indians to obtain. 

For more details on these issues see the September 30, 1989 report prepared for the American Indian Health Care 
Association, by Ruth Hograbe, R.D., M.P.H., Program Analyst and Donna Isham, Program Analyst. The framework 
for the report is the 1988 repor t Minority Health in Michigan: Closing the Gap . 

’ See Attachment A for a leading study on Urban Indian health: Health Status of Urban American Indians and 
Alaska Natives, Grossman et. al, Journal of the American Medical Association, Vol. 271, No. 1 1, p. 845. 
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For example, if one does not have a car, one may not have a drivers license. With high mobility 
among urban Indians, there is likely to be no documentation with the current address; or if they 
have just moved to the city from the reservation, there may be no birth certificate or 
identification. Once an individual is accepted, access to care is not guaranteed. Because of 
Medicaid reimbursement rates and restrictions, many providers are reluctant to accept Medicaid 
patients. 

Health insurance coverage does not automatically remove financial barriers to care. 

Many persons, particularly those employed at or near minimum wage, have coverage through 
plans that do not cover preventive or major medical care. While professional positions generally 
provide health insurance, service and laborer positions generally do not. Urban Indians hold 
more of those occupations that do not provide health insurance benefits. Deductibles and co- 
payments are high enough that many persons who do have health insurance cannot afford to pay 
them and consequently do not seek care. 

No insurance or assistance is another common barrier. Those who have no means to 
pay for care are often turned away. There is a high rate of urban Indians who are iminsured. For 
example, in Boston, 87% of the Boston Indian Center's clients have no health insurance, and two 
out of every three urban Indians in Arizona are uninsured. 

Emergency room use is high among the poor, minorities and the uninsured. 

Unfortimately, emergency room use as a primary medical resource is costly and compromises 
quality care. Follow-up and preventive services are not possible with emergency room persoimel 
serving as primary care providers. In Arizona, urban Indians use the emergency room 250% 
more often than the general public. 

Cultural/structural barriers also exist for urban Indians receiving health care. The 
Indian Health Service conducted a survey which concluded that the majority of state, county and 
city health departments do not have the resources to meet the health care needs of urban Indians. 
Major stumbling blocks are inadequate funds and lack of staff trained to work with American 
Indians in a culturally sensitive way, Indians may be reluctant or unable to describe their health 
needs to strangers outside their own culture. Frequently, mainstream providers misunderstand or 
misinterpret the reticence and stoicism of some Indians, Other factors include a lack of trained 
Indian health professionals that get placed in urban Indian health programs and inadequate 
Indian outreach. 


V. FEDERAL POLICIES AND THE URBAN INDIAN 

“Most Indians who migrate to the cities say they would have 
preferred not to do so at all.” 

Final Report of the American Indian Policy Review Commission, 
Voi. l.,p.436.^ 


^ For a more detailed summary of the history of off-reservation Indians see Attachment B, which is the relevant 
chapter from the Final Report of the American Indian Policy Review Commission. 
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The urban Indian is an Indian who has become physically separated from his or her 
traditional lands and people, generally due to Federal policies. Some of these federal policies 
were designed to force assimilation and to break-down tribal governments; others may have been 
intended, at some misguided level, to benefit Indians, but failed miserably. The result of this 
“course of dealing,” however, is the same - a Federal obligation to urban Indians.^ 

A. The Federal Relocation of Indians. The BIA's Relocation program originated in the 
early 1950s as a response to adverse weather and economic conditions on the Navajo reservation. 
A limited program was initiated to relieve the crisis by finding jobs for Navajos who wanted to 
work off the reservation as little or no job opportunities existed on the reservation. Shortly 
afterward, the BIA converted its Navajo program into a full-fledged Bureau of Indian Affairs 
program applicable to many Indian tribes. 

The BIA employees who developed the program made many mistakes and 
miscalculations. Even before the 1950's had ended there was concern that many relocatees were 
experiencing great difficulty adjusting to life in a large city, or to their jobs. Some felt they were 
being stranded far away from home. Solving reservation economic problems by relocating 
Indians off of their tribal lands is roughly the equivalent of the Federal government, during the 
Depression, sending Americans overseas to find work - something the Federal government 
would never have done. Many understood the relocation program as just another form of 
"termination." A Jesuit priest on the Fort Belknap Reservation noted that relocation programs 
drained the reservation of much of its potential leadership, further weakening tribal governments. 

All told, between 1953-1961, over 160,000 Indians were relocated to cities.’” Where 
they quickly joined the ranks of the urban poor." Set forth below in italics is a description of the 
experience of Indians who relocated. 


® The unique legal relationship of the United States with Indian tribes and people is defined not only in the 
Constitution of the United States, treaties, statutes. Executive orders, and court decisions, but also in the “course of 
dealing” of the United States with Indians. As the Supreme Court noted in a major Indian law case, “[f|rom their 
very weakness and helplessness, so largely due to the course of dealing of the federal government with them, and 
the treaties in which it has been promised, there arises the duty of protection and with it the power.” United States v. 
Kagama (1886) (emphasis added). Congress acknowledged this in its findings to the Native American Housing 
Assistance and Self-Determination Act (NAHASDA): "The Congress through treaties, statutes and the general 
course of dealing with Indian tribes, has assumed a trust responsibility ... for working with tribes and their 
members to improve their housing conditions and good economic status so that they are able to take greater 
responsibility for their own economic condition." 25 U.S.C. 4101(4). Notably, NAHASDA also applies to state- 
recognized tribes. 25 U.S.C. 4103(12)(A). 

1 992 Roundtable Conference, Urban Indian Health Programs, Indian Health Service, "Working in Unity Toward 
our Future." p.2. 

' ‘ “Unfortunately, far too many Indians who move to the cities, because of inadequate academic and vocational 
skills, merely trade reservation poverty for urban poverty.” H.Rep. No. 9-1026, 94*'' Cong., 2d Sess. 18, reprinted in 
1976 U.S. Cong. & Admin. News (USCAN) 2652, p. 2747. 
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URBAN GENOCIDE - THE INDIAN IN THE CITY (excerpts)'^ 

“The economic status of the reservation Indian is far below the poverty bracket. This is 
due to the lack of employment both on and off the reservations with the exception maybe of the 
larger cities. The main source of employment to be found on most reservations is working with 
the Bureau of Indian Affairs. In this way, the "Bureau" can instill its white culture on the 
Indians and eventually brainwash them into working against their own people. The reservation 
towns bordering the reservations can offer no employment for Indian people because of the great 
amount of racism, discrimination and prejudice that exist among the whites and other non- 
Indians. 


“Consequently, the bad conditions and individual economic situations that have evolved 
from these indignities have forced the Indians to seek other sources of employment and 
education. With 75 percent of the Indian population unemployed for three generations, parents 
of Indian children could not, and still cannot afford to send them to public schools and have to 
depend on the government to educate them in "free" government boarding schools. Since it was 
a law to send their children to school, small children were forced to leave their parents and be 
shipped off to school thousands of miles away from their homes. These Indian boarding schools, 
established in various areas, were the prime weapons used to inculcate the white culture among 
the children or, in the common terms used at that time, "to civilize the barbarians. " Any part of 
the Indian culture was forbidden and the children were physically beaten if they used their native 
tongue or practiced their own dances. It has not been until just recently that this law has been 
officially lifted and is not in force, but the principle motive of de-Indianizing the Indians is still in 
effect. 


“During the summer months while school is not in session, they send these Indian 
students to white homes to work as indentured servants. After graduation, they are sent directly 
out on relocation from the schools into the cities. 

“Conveniently enough, the relocation program has been established to speed 
assimilation of Indians into the cities at this time of dead-end streets, reservation confusion and 
unemployment. Through this program they relocate the younger Indians from the ages of 18 to 
36 on direct employment or vocational training. It is a one-way ticket to the city in hopes that 
you will melt with the melting pot and forget you are Indian or still have a reservation that the 
white man does not have yet. 

“Numerous problems have developed as the result of the "dislocation program, " 
therefore the following chapters will focus on the urban Indian situation. 

W hat Haovens to the Indians After Arrival in the Cities 

"On arrival to the city on relocation, the individual Indian has in his possession an 
envelope with orders and instructions, telling where to go and what to do. First of all, he is to 


This document was obtained from the National Urban Indian Policy Coalition. The author of this piece is 
unknown. 
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report to the Bureau of Indian Affairs if he arrives during office hours. If not, he reports to a 
BIA-approved hotel until the next day if he has any money. 

“If they have time to see you the first day, they dole out a small amount of money to last 
until the end of the month if he is on the training program or until the next week if he is seeking 
employment. If they do not have time to see him the first day, he is to come back the following 
day at office hours and maybe some one will see him. In the meantime, he can sleep in the park 
or walk the lone deserted streets all night long. 

"When he is received at the BIA headquarters in the city, he attends a short orientation 
period and an elderly lady will counsel him about sex and how to dial "0" for the operator on the 
telephone. A brief question and answer period follows and he is told to come back the next day 
at eight AM or to report to his designated school. 

“The BIA locates his place of residence in the city and he is required to stay there if he is 
a student. They will discontinue his subsistence if he opposes and he will not be eligible for any 
more aid. 

“The vocational school he is sent to may not be the particular training he originally 
signed up for back on the reservation, but this is the school he is required to attend. 

"If the relocatee signed up for direct employment, he must take the first job available 
even if it is not his trade or type of work he wants. He is told it will be temporary until the type 
of job he wants comes up but after he receives his first salary on his temporary janitor job, he is 
cut off their records and cannot receive any additional help after he quits, gets fired or the job 
runs out. 


"The "Bureau" pays the student's tuition in the vocational school directly to the school. 
The student receives subsistence twice a month, doled out in payments of $74. 00. From this 
amount, he must budget $59. 00 per month per rent, and the other $15. 00 must be divided into his 
expenses for food, cab fare, medical care, clothes and whatever else that should develop during 
the month. This budget was made up in 1953 when the program first developed and has not 
taken into consideration the rises in living and the area or city he is in. California has the 
highest cost of living especially in San Francisco, which is the central concentration point of 
relocatees coming from every reservation in existence today. This income is far below the 
poverty bracket nation-wide, yet this is the "help" the Indian Bureau is giving. 

“All persons on the relocation program are issued a medical card which they can present 
to a physician and receive medical help up to a six-month period. The only problem here is that 
these medical cards only guarantee to pay $4.00 of the entire bill when the office calls alone are 
$5.00 at the very minimum. 

What Problems They Face and Why 

“The cultural background of the American Indians differs extremely from the white 
culture, creating a problem of communication between the two. Not only this, but the Indian 
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culture has also been corrupted, bringing about a drastic change of social environment. This 
disintegration of culture has been attributed to disturbing early experiences in school, the 
generally poor level of education, poverty and the ambivalent position of the government in 
relation to the Indian. 

“Prejudice and discrimination which does exist near reservations or anyplace where 
there is a large concentration of Indians, (although now in the city and away from being singled 
out as being an Indian), tends to have developed hostile and stereo-typed attitudes towards the 
other groups of society. The Indians have also collectively experienced a deterioration of 
personality, self-doubt, self-hate, impulsive and suspicious behavior, feelings of inferiority, 
deviant behavior, mental illness and suicidal tendencies. 

“Depending on the environmental background, these adverse behaviors vary. Individual 
exceptions are due to the degree of orientation to the white culture or restored self-image 
through education. 

“In dealing with the many Indian people who go through the BIA agencies, or any other 
type of agency established in the cities for employment or vocational training, the employees 
lack the experience of knowing the type of environment the individual Indian has been subject to 
and they do not know how to handle his particular situation. In many cases even where minority 
people hold agency positions, generally, they have developed superiority attitudes over the 
people they are trying to help and ther^ore stunt their full capabilities for helping others. 

“[Many businesses] resent the BIA in its assistance of seeking employment for the Indian 
relocatees. This is due to the business’ general dislike of any form of government transactions or 
to be told how to run their business concerns. This creates a great amount of conflict and the 
BIA, in order to retain a certain amount of prestige, often finds the Indian relocatee employment 
with a business concern that pays a low wage scale, hard labor with no company obligations, 
such as insurance policies, sick leave and vacation with pay. These small businesses often take 
no safety precautions and are constantly hood-winking the safety inspectors. Consequently, the 
Indian relocatees are more or less siding with the illegal aspects of the concern in which they 
are employed in order to retain their jobs. Employment competition is great and the relocatees 
can be dismissed from their job for little or no cause at all, and they are often plagued by this 
fear of being fired. 

"In the event that a relocatee is fired for one reason or another and needs assistance, he 
cannot go back to the BIA for further help. The BIA tells him that his files have been sent back to 
his agency and they have no more funds or time to help him because their hands are tied with the 
other relocatees who are coming in. 

“The budget set up for financing a student in vocational training are not only inadequate 
for one person 's needs, but are not set to the area standards of living. In other words, they are 
transformed from one pocket of poverty to another, which in this case would be from a 
reservation to an urban ghetto. 
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“The vocational schools that Indian relocatees are sent to, in most cases are not 
accredited and after graduation from one of these schools, the relocatee cannot obtain a job. 
Most of the teachers in vocational schools are not qualified teachers, and there is a great 
shortage of instruction. The BIA gives the schools extra money for materials yet the conditions 
and facilities in these schools are still very bad. The students come out of these schools 
unqualified and inexperienced in the type of work for which they thought they had been trained 
and cannot find suitable employment. 

“There are more and more students who are sick and tired of being treated as second- 
class people who do want to get a decent education and go to junior colleges and universities. 
The biggest problem here is not being able to get any finances, "Bureau" or otherwise. Also, 
Indian students’ second-rate educations do not prepare them well enough for college work. Most 
reservation Indians are subject to irregular school and employment backgrounds and a great 
majority of the younger Indians have criminal or prison records. This does not mean that they 
cannot do the work academically: but, basically, they have never had the full opportunity to do 
so. 


“The Bureau of Indian Affairs sends newly-arrived relocatees to unsanitary, immoral, 
crowded and unsafe places of residence. If the student wants to leave these conditions, the 
landlord promptly calls the BIA about the matter and the student is required to live there or have 
his subsistence discontinued. In one of the girls ' boarding homes the landlady encouraged 
parties and drinking and let the girls' boyfriends come over. Then she would go into their rooms 
and take pictures of the different couples sleeping together. If the girls wanted to leave, she 
would then threaten to blackmail them with the pictures she had and in this way would keep her 
business. A business college for female relocatees also housed the students, putting four girls to 
one small room and charging $100 per person, not including food or utilities. This 
establishment also received additional money from the BIA for recreational purposes which the 
girls never did see. If the girls tried to leave their residence, they were threatened with expulsion 
from the business college and have their subsistence discontinued. Most of these young Indian 
girls were between the ages of 18 to 20 years, who were eventually expelled for little or no 
reason and left to roam the city streets. Individual follow-up showed that 80 percent of these 
girls got pregnant, were drinking excessively and were living with men from time to time. This 
college is still in operation receiving relocatees from the Bureau of Indian Affairs. 

“A boys' boarding house in the city was over-crowded with four bunks to a room, no 
studying facilities, unsanitary conditions, inadequate food and displaying a sign in the front of 
the house, CONDEMNED. 

“These are typical living conditions, Indian youth are subject to when placed in the city 
through relocation. When a young Indian approached a BIA counselor why they had to live 
under such adverse conditions and was told, "The filthiest conditions you Indians are put under, 
the more at home you will be. " 

“Landlords and vocational schools are getting wise to the BIA and are making the 
largest profit and racket out of the Indian business at the cost of young Indian lives. 
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“Indian health is generally poor due to the economic standards and lack of proper diet 
and nutrition. Free medical facilities are provided on all reservations due to the unsatisfactory 
health conditions. Tuberculosis, cirrhosis of the liver, sugar diabetes, and trichoma are a few of 
the more prevalent diseases which Indian people are susceptible to. Trichoma, which is an eye 
disease, is very rarely heard of among Indians. Poverty conditions breed diseases. 

“The BIA believes that when an Indian leaves the reservation, he suddenly leaves his 
"Indianness" and becomes a healthy, happy human being, and needs no more of the medical 
services he had before. Consequently, Indian health in the city becomes twice as bad as it might 
have been before because he cannot afford good medical care. 

“Pregnant Indian women risk possibly losing their child by having to return to the 
reservation their last month so that they can receive medical care upon delivery of their baby. 

“From the time Indians were victims of wars, they lost their identity which comes from 
pride and self-esteem. Indians became a lost people exhibiting schizoid behavior at times. An 
Indian who does not like himself, does not like other Indians because he can see himself reflected 
in the others. An Indian suffers from inferiority plus self-hate that leads to trying to escape these 
unbearable conditions. By escaping, he is rejecting the society that has made him this way. His 
means of escape is either through alcohol or suicide which are 100 percent times higher than the 
national average among the American Indians. 

"An internal problem of self-identity and lost culture plus an external problem of 
discrimination and racism by people in power has suppressed and made what is left of the 
American Indian today. " 


Today, the children, grandchildren and great-grandchildren of the 160,000 Indians 
relocated by the BIA are still in the cities. They maintain their Indian identity even if, in some 
cases, these “descendants have been unable to re-establish ties (including membership) with their 
tribes.”'^ 

B. Failure of Federal Efforts to Economically Develop the Reservations. The second 
major reason Indians have moved to the city is the near total failure of Federal programs to 
promote economic development on Indian lands, coupled with the ongoing success of the 
Federal efforts in the 1800's to undermine the economic way of life of Indian peoples, locking 
nearly all Indians into hopeless poverty which still plagues most reservations today. The long 
history of treaty-breaking by the Federal government is an important part of this tale. As a 
result, out of desperation, a number of Indians have left their homelands to go to the cities in 
search of work, even without the dubious benefit of the BIA’s relocation program. Generally, 
these Indians were no better equipped to handle life in the city than the BIA relocatees and 


Office of Planning, Evaluation and Legislation, Indian Health Service, Impact of the Final Rule Final Report, 
Contract No. 282-91-0065, “Health Care Services of the Indian Health Service” 42 CFR Part 36, p. 22-23. 
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quickly joined the ranks of the urban poor. Congress has noted the correlation between the 
failure of Federal economic policies and the swelling of the ranks of urban Indians: “It is, in part, 
because of the failure of former Federal Indian policies and programs on the reservations that 
thousands of Indians have sought a better way of life in the cities. His difficulty in attaining a 
sound physical and mental health in the urban environment is a grim reminder of this failure.”’”' 

C. Termination of Tribes. In 1953, Congress adopted a policy of terminating the 
Federal relationship with Indian tribes. Essentially, this was an abrogation of the Federal 
government’s numerous commitments, in treaties, laws, executive orders, and through the 
“course of dealing” with Tribes, to protect their interests. Many tribes were coerced to accept 
termination in order to receive money from settlements for claims against the United States for 
misappropriation of tribal land, water or mineral rights in violation of treaties.'^ The results of 
termination were devastating: having lost Federal support, and without tribal sovereign authority 
over an established land basis, and with tribal members no longer eligible for Federal programs 
and IHS services, the Tribes collapsed. Some members remained in the area of their old 
reservations; many went to the cities, where they, too, joined the ranks of the urban poor. 

D. Indian Patriotism — World War I and World War II. Many Indians served the 
United States in time of war'^ and, subsequently, were stationed in or near urban centers. At the 
end of their service to the United States, seeing the poor economic conditions on their 
reservations (resulting from the Federal war on Indians), many chose not to go back. The fact 
that they chose to stay in an urban area did not make them any less Indian, nor did it reduce the 
Federal government's obligation to them. 

E. The General Allotment Act The General Allotment Act (“Dawes Act”) had two 
principal goals: (1) by allocating communal tribal land to individual Indians it would breakdown 
the authority of the tribal governments while encouraging the assimilation of Indians as farmers 
into mainstream American culture; and (2) it provided for unalloted land (two-thirds of the 
Indian land base) to be transferred to non-Indians. CITE. The General Allotment Act succeeded 
at transferring the majority of Indian land to non-Indians and further disrupting tribal culture. 

For the purposes of this testimony, we only need to note that some Indians who received 
allotments became U.S. Citizens and, after losing their lands, moved into nearby cities and 
towns. 


F. Non-Indian Adoption of Indian Children. The common practice of adopting Indian 
children into non-Indian families has created another group of Indians in urban areas who, 
because of the racial bias of the courts, have lost their core cultural connection with their tribal 


Pub. L. 94-437, House Report No. 94-1026, June 8, 1976, 94'*' Cong., 2d Sess. 18, reprinted in 1976 U.S. Cong. & 
Admin. News (USCAN) 2652, at p. 2754. 

Office of Planning, Evaluation and Legislation, Indian Health Service, Impact of the Final Rule Final Report, 
Contract No. 282-91-0065, “Health Care Services of the Indian Health Service” 42 CFR Part 36, p. 23. 

It is in part because of their gallant service in World War I that the U.S. Congress granted U.S. citizenship as a 
group to American Indians in 1924. 
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people and homelands. Many of the adopted Indians have successfully sought to restore those 
connections, but because of their upbringing are likely to remain in urban areas.'^ 

G. Boarding Schools. The Federal program of taking Indian children and educating 
them away from their reservations in boarding schools where they were prohibited from 
speaking their native language and otherwise subject to harsh treatment, created a group of 
Indians who struggled to fit back into the reservation environment. Eventually, some moved to 
the cities. The boarding school philosophy of “Kill the Indian, Save the Man” epitomizes the 
thinking behind this approach and the racist Federal effort to assimilate American Indians which, 
as a result, led to a number of Indians moving to urban areas, 

H. The Fracturing of the Indian Nations. The result of these, and other Federal Indian 
policies, has been the fracturing of Indian tribes and the creation, in the urban setting, of highly 
diverse Indian communities with members who fall into one or more of the following categories: 
Federal relocatees; economic hardship refugees; members of Federally recognized tribes, 
terminated tribes, state recognized tribes, and unrecognized Tribes (that is, unrecognized by the 
Federal government);'* and adoptees. 

The urban Indian community consists of Indians from a wide variety of backgrounds, 
almost all of whom can tie their urban existence to some Federal policy or action. Many of these 
Indians are in urban areas due to some traumatic disruption in their connection with their Tribes, 
or because something has happened to their Tribes (termination or marginalization such that they 
are not currently federal recognized). As a result, unlike the Indian population on reservations, 
most, but not all are members of federally recognized tribes. Yet they are all Indian; they are 
recognized as Indian by their community; their circumstances are principally the result of 
Federal Indian policies; they are deserving, morally and legally, of support from the Federal 
government in achieving the highest possible health status. 


In recognition of the severity of this problem, Congress passed in 1978 the Indian Child Welfare Act to give 
Tribes and Indian parents a greater say in the adoption process for Indian children. See Indian Child Welfare Act of 
1978, 25 U.S.C. Sections 1901-1963. 

There are still scores of tribes working their way through the byzantine acknowledgement process, which is 
widely criticized for its glacial pace and alleged bias against certain Indian groups. 

The Executive Director of the Seattle Indian Health Board, Ralph Forquera, M.P.H., commented eloquently on 
this issue in a May 24, 2000 letter to NCUIH: 

“There are two principle reasons why I believe that the definition should remain as is 
[i.e., including certain Indian populations that are not federally recognized]. First, the Act itself 
continues to address the health needs of all Indian people, not just those living on or near 
reservations. The redesign of the Indian Health Service in 1996 and adoption of the I/T/XJ model 
further supports this claim. Clearly the Congress intended for there to be a separation between 
437 and 638. Thus, the adoption of the 638 language now [which would have excluded certain 
Indians now covered by the Indian Health Care Improvement Act], in my opinion, would tarnish 
the original Congressional intent by shifting the Act to a tribally based orientation. 

“Second, the conditions that lead to the original enactment of both the Act itself and Title 
V in particular have not changed. There remains a large and growing group of Indian people who 
are handicapped by poverty, inadequate education, and other socio-economic challenges that 
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VI. THE FEDERAL GOVERNMENT AND THE PROVISION OF HEALTH CARE 
TO URBAN INDIANS 

The Congress has long recognized that its obligation to provide health care for Indians, 
includes providing health care off the reservation. 

“The responsibility for the provision of health care, arising from 
treaties and laws that recognize this responsibility as an exchange 
for the cession of millions of acres of Indian land does not end at 
the borders of an Indian reservation. Rather, government 
relocation policies which designated certain urban areas as 
relocation centers for Indians, have in many instances forced 
Indian people who did not [want] to leave their reservations to 
relocate in urban areas, and the responsibility for the provision of 
health care services follows them there.'' 

Senate Report 100-508, Indian Health Care Amendments of 1987, Sept. 14, 1988, p. 25 
(emphasis added).^^ Congress has “a responsibility to assist” urban Indians in achieving “a life 


contribute to diminished health status. Many continue to be victimized by alcoholism, violence, 
and the myriad temptation that diminish one’s capacity to achieve optimal health. The social 
dynamics that served to disenfranchise Indians throughout the century remain. Indians, 
particularly in cities, continue to struggle with identity and acceptance both within Indian Country 
and within the nation as a whole. 

“But perhaps the most compelling reason to continue the broader definition of Indian is 
the psychic benefits. The ability of urban programs to provide the gift of acceptance to those 
Indians who by circumstances or policy were denied their rightful identity as an Indian person is 
vital, in my opinion, to improving the health status of this group. Only in the past few years have I 
personally begun to appreciate the tremendous emotional burden many Indian people have had to 
bare by being denied their identity through structural limitations. Not knowing who you are is one 
thing; but knowing and not feeling accepted by your peers has devastated many Indian people. I 
have had the good fortune to witness the positive effect that acceptance can play in the lives of 
several here in Seattle. The health effect of this simple practice is enormous.” 

“The American Indian has demonstrated all too clearly, despite his recent movement to urban centers, that he is 
not content to be absorbed in the mainstream of society and become another urban poverty statistic. He has 
demonstrated the strength and fiber of strong cultural and social ties by maintaining an Indian identity in many of 
the Nation’s largest metropolitan centers. Yet, at the same time, he aspires to the same goal of all citizens — a life of 
decency and self-sufficiency. The Committee believes that the Congress has an opportunity and a responsibility to 
assist him in achieving this goal. It is, in part, because of the failure of former Federal Indian policies and programs 
on the reservations that thousands of Indians have sought a better way of life in the cities. His difficulty in attaining 
a sound physical and mental health in the urban environment is a grim reminder of this failure.” 

“The Committee is committed to rectifying these errors in Federal policy relating to health care through the 
provisions of title V of H.R. 2525. Building on the experience of previous Congressionally-approved urban Indian 
health prospects and the new provisions of title V, urban Indians should be able to begin exercising maximum self- 
determination and local control in establishing their own health programs.” 
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of decency and self-sufficiency” and has acknowledged that “[i]t is, in part, because of the 
failure of former Federal Indian policies and programs on the reservations that thousands of 
Indians have sought a better way of life in the cities. Unfortunately, the same policies and 
programs which failed to provide the Indian with an improved lifestyle on the reservation have 
also failed to provide him with the vital skills neeessary to succeed in the cities.” House Report 
No. 94-1026 on Pub. Law 94-437, p. 1 16 (April 9, 1976). 

The Supreme Court has also acknowledged the duty of the Federal government to 
Indians, no matter where located; “The overriding duty of our Federal Government to deal fairly 
with Indians wherever located has been recognized by this Court on many occasions.” Morton v. 
Ruiz, 415 U.S. 199, 94 S.Ct. 1055, 39 L.Ed.2d 270 (1974) (emphasis added), citing Seminole 
Nation v. United States, 316 U.S. 286, 296 (1942); and Board of County Comm 'rs v. Seber, 318 
U.S. 705 (1943). In other areas, such as housing, the Federal courts have found that the trust 
responsibility operates in urban Indian programs. “Plaintiffs urge that the trust doctrine requires 
HUD to affirmatively encourage urban Indian housing rather than dismantle it where it exists. 
The Court generally agrees.” Little Earth of United Tribes, Inc. v. U.S. Department of Justice, 
675 F. Supp. 497, 535 (D. Minn. 1987).^’ 

Congress enshrined its commitment to urban Indians in the Indian Health Care 
Improvement Act where it provided: 

“that it is the policy of this Nation, in fulfillment of its special 
responsibility and legal obligation to the American Indian people , 
to meet the national goal of providing the highest possible health 
status to Indians and urban Indians and to provide all resources 
necessary to effect that policy” 

25 U.S.C. Section 1602(a)(emphasis added). In so doing, Congress has articulated a policy 
encompassing a broad spectrum of “American Indian people.” Similarly, in the Snyder Act, 
which for many years was the principal legislation authorizing health care services for American 
Indians, Congress broadly stated its commitment by providing that funds shall be expended “ for 
the benefit, care and assistance of the Indians throughout the United States for the following 
purposes: . . . For relief of distress and conservation of health.” 25 U.S.C. Section 13 (emphasis 
added). 


The courts have also stated that there is a trust responsibility for individual Indians. “The 
trust relationship extends not only to Indian tribes as governmental units, but to tribal members 


Pub. L. 94-437, House Report No. 94-1026, June 8, 1976, reprinted in 1976 U.S. Cong. & Admin. News (USCAN) 
2652 at p. 2754. 

Federal responsibility for Indian health care is frequently declared “primary” but it is not exclusive and 
preemptive of state responsibility. See McNabb v. Bowen, 829 F.2d 787, 792 (9*^ Cir. 1987). Congress enunciated 
its objective with regard to urban Indians in a 1976 House Report: “To assist urban Indians both to gain access to 
those community health resources available to them as citizens and to provide primary health care services where 
those resources are inadequate or inaccessible.” H.Rep. No. 9-1026, 94*^ Cong., 2d Sess. 18, reprinted in 1976 U.S. 
Cond Cong. & Admin. News (USCAN) 2652, 2657. 
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living collectively or individually, on or off the reservation" Little Earth of United Tribes, Inc. 

V, U.S. Department of Justice, 675 F. Supp. 497, 535 (D. Minn. 1 987)(eniphasis added). “In 
light of the broad scope of the trust doctrine, it is not surprising that it can extend to Indians 
individually, as well as collectively, and off the reservation, as well as on it.” St. Paul Intertribal 
Housing Board v. Reynolds, 564 F. Supp. 1408, 1413 (D. Minn. 1983) (emphasis added). 

“As the history of the trust doctrine shows, the doctrine is not static 
and sharply delineated, but rather is a flexible doctrine which has 
changed and adapted to meet the changing needs of the Indian 
community. This is to be expected in the development of any 
guardian-ward relationship. The increasing urbanization of 
American Indians has created new problems for Indian tribes and 
tribal members. One of the most acute is the need for adequate 
urban housing. Both Congress and Minnesota Legislature have 
recognized this. The Board’s program, as adopted by the Agency, 
is an Indian created and supported approach to Indian housing 
problems. This court must conclude that the [urban Indian 
housing] program falls within the scope of the trust doctrine . . . .” 

Id. At 1414-1415 (emphasis added). 

This Federal government’s responsibility to urban Indians is rooted in basic principles of 
Federal Indian law. The United States has entered into hundreds of treaties with tribes from 1787 
to 1871. In almost all of these treaties, the Indians gave up land in exchange for promises. These 
promises included a guarantee that the United States would create a permanent reservation for 
Indian tribes and would protect the safety and well-being of tribal members. The Supreme Court 
has held that such promises created a trust relationship between the United States and Indians 
resembling that of a ward to a guardian. See Cherokee Nation v. Georgia, 30 U.S. 1 (1831). As 
a result, the Federal government owes a duty of loyalty to Indians. In interpreting treaties and 
statutes, the U.S. Supreme Court has established "canons of construction" that provide that: (1) 
ambiguities must be resolved in favor of the Indians; (2) Indian treaties and statutes must be 
interpreted as the Indians would have understood them; and (3) Indian treaties and statutes must 
be construed liberally in favor of the Indians. See Felix S. Cohen 's Handbook of Federal Indian 
Law, (1982 ed.) p. 221-225. Congress, in applying its plenary (full and complete) power over 
Indian affairs, consistent with the trust responsibility and as interpreted pursuant to the canons of 
construction, has enacted legislation addressing the needs of off-reservation Indians. 

The Federal courts have also found, that the United States can have an obligation to state- 
recognized tribes under Federal law. See Joint Tribal Council of Passamaquoddy v. Morton, 

528 F.2d 370 (U* Cir. 1975). Congress has provided, not only in the IHCIA,^^ but also in 


As originally conceived, the purpose of the Indian Health Care Improvement Act was to extend IHS services to 
Indians who live in urban centers. Very quickly, the proposal evolved into a general effort to upgrade the IHS. See, 
A Political History of the Indian Health Service, Bergman, Grossman, Erdrich, Todd and Forquera, The Milbank 
Quarterly, Vol. 77, No. 4, 1999. 
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NAHASDA, that certain state-recognized tribes or tribal members are eligible for certain 
Federal programs. 25 U.S.C. Section 4103(12)(A). 


VII. REAFFIRMING FEDERAL SUPPORT FOR URBAN INDIAN HEALTH CARE 
IN THE REAUTHORIZATION OF THE INDIAN HEALTH CARE 
IMPROVEMENT ACT 

NCUIH has generally supported the recommendations of the National Steering 
Committee for the reauthorization of the Indian Health Care Improvement Act. However, in the 
course of previous testimony we have made several recommendations for refinements. One 
recommendation that I would like to highlight here is the need to assure that the IHCIA’s policy 
statement clearly includes “urban Indians”. The existing Indian Health Care Improvement Act 
includes urban Indians in the Congressional policy statement: 

“it is the policy of this Nation, in fulfillment of its special responsibility and legal 
obligation to the American Indian people, to meet the national goal of providing the 
highest possible health status to Indians and urban Indians and to provide all resources 
necessary to effect that policy. 

"(b) It is the intent of the Congress that the Nation meet the following health status 
objectives with respect to Indians and urban Indians by the year 2000:" 

25 U.S.C. Section 1602(a)-(b) (emphasis added). Over the last several years, some versions of 
the Indian Health Care Improvement Act reauthorization legislation did not include a reference 
to urban Indians in the equivalent paragraphs. Removing “urban Indians” from this important 
policy statement would imply that the Congress no longer considers the health status of urban 
Indians to be a national priority. We are happy to see that S. 1057 provides a definition for 
“Indians” which would appear to include “urban Indians” as well. Still, it would be valuable if 
urban Indians were specifically named in Section 3, since they are also separately defined in the 
law, as recommended below: 

“SECTION 3. DECLARA TION OF HEAL TH OBJECTIVES 

"Congress hereby declares that it is the policy of the United States, in fulfillment 
of its special trust responsibilities and legal obligations to the American Indian people- 

“(I) to assure the highest possible health status for Indians and urban Indians 
and to provide all resources necessary to effect that policy: " 

(2) to raise the health status of Indians and urban Indians by the year 201 0 to at 
least the levels set forth in the goals contained within the Healthy People 2010, or 
successor objectives ; " 
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vm. HISTORIC PERCENTAGE DECLINE IN FUNDING FOR URBAN INDIAN 

HEALTH PROGRAMS 

In FY 2005, Urban Indian Health Programs received 1 .06% of the total Indian Health 
Service budget. The President has proposed in his FY 2006 budget to reduce Urban Indian 
programs to just 0.9% of the IHS budget. In 1 979, at a time when off reservation American 
Indians/Alaska Natives made up a smaller percentage of the overall Indian population, the urban 
Indian programs received 1.48% of the Indian Health Service budget. 

Disease knows no boundaries. As one Federal court has noted, the “patterns of cross or circular 
migration on and off the reservations make it misleading to suggest that reservations and urban Indians 
are two well-defined groups.” United States v. Raszkiewicz, 169 F.3d 459, 465 (7*'' Cir. 1999). With the 
2000 census showing that well over half of the Indian population now resides in urban areas, we 
strongly believe that the health problems associated strongly with the Indian population can only be 
successfully combated if there is significant funding directed at the urban Indian population, as well as 
the reservation population. 

The National Council of Urban Indian Health has asked for a $12.2 million dollar increase to the 
President Bush’s proposed FY 2007 budget for Urban Indian programs as a first-step towards addressing 
this funding gap. This increase will elevate the Urban Indian Health Program funding from $31,81 6,000 
to $44,016,000. While this cannot address the total need, it will make a huge difference in access to and 
quality of care for American Indians/ Alaska Natives living in urban areas. 

The rationale for the proposed increases is based upon: 

• The steady decline of funding since 1979 when the program received 1.48% of 
the IHS budget to 2005 when the program received 1 .06% of the IHS budget. 

• The unmet need of 2 billion dollars and the actual appropriation of only $30 
million. The urban Indian health programs can only serve 100,000 Indians of the 
1 million eligible Indians residing in the urban setting. 

• The need to conduct a planning study on thel 8 new urban Indian health programs 
throughout the United States. 

• To enhance the soon to be transferred urban Indian health program Alcohol and 
Substance Abuse programs into Title V. 

• The development of the urban Indian health centers of excellence. 

• The enhancement of the urban Indian health program epidemiology center in 
Seattle, Washington. 

• To continue to establish an automated mutually compatible information system to 
capture health status and patient care data for urban Indian health programs. 


- 19 - 



618 


• To enhance existing programs in order to enable them to be elevated to provide 
the highest level of quality health care. 


IX. FEDERAL TORT CLAIMS ACT COVERAGE IS ESSENTIAL TO THE 

EFFECTIVE DELIVERY OF URBAN INDIAN HEALTH CARE SERVICES 

The ability of Urban Indian Health Programs to provide cost-effeetive health 
services has been jeopardized by the lack of FTCA coverage commonly accorded other 
federally funded Indian health programs. The skyrocketing cost of malpractice insurance in 
recent years has compromised the scope of services that Urban Indian Health Programs can 
provide pursuant to contracts or grants that they receive from the Indian Health Service. Because 
of this, the fulfillment of the Federal government’s trust responsibility to Indian peoples, as well 
as the effective implementation of IHS’s Urban programs, has been seriously undermined. 

Consistent with the Federal government’s trust responsibility to Indian peoples, 
Congress has funded, through the Indian Health Service, 33 Urban Indian Health 
Programs. As the Senate has noted: 

“The responsibility for the provision of health care, arising from 
treaties and laws that recognize this responsibility as an exchange 
for the cession of millions of acres of Indian land does not end at 
the borders of an Indian reservation. Rather, government 
relocation policies which designated certain urban areas as 
relocation centers for Indians, have in many instances forced 
Indian people who did not [want] to leave their reservations to 
relocate in urban areas, and the responsibility for the provision of 
health care services follows them there.’’' 

Senate Report 100-508, Indian Health Care Amendments of 1987, Sept. 14, 1988, p. 25 
(emphasis added). 

Since 1990, FTCA coverage has been provided to tribes and tribal organizations 
that have contracts with the Indian Health Service. The Urban Indian Health Programs secure 
their Federal funding from the exact same source as the tribes and tribal organizations and for the 
exact same purpose - to provide health care services to Indians in accordance with the Federal 
trust responsibility. Notably, the FTCA coverage provided to tribes and tribal organizations also 
covers individuals who provide health care services under a personal services contract in an IHS 
facility (25 CFR 900,193), as well as services provided under a staff privileges agreement with a 
non-IHS facility where the agreement requires a health care practitioner to provide reciprocal 
services to the general population (25 CFR 900.194). If these individuals and these services 
have FTCA coverage, as well as tribes and tribal organizations, then urban Indian health 
programs should have similar coverage. 

There is a mistaken impression that urban programs are serving non-Indians and 
that, therefore, they are not fnlfilling a federal purpose and FTCA coverage is not 
appropriate. Those few Urban Indian Health Programs that serve non-Indians are already 
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classified as Community Health Centers, receive Section 330 funds and, therefore, have FTCA 
coverage. The vast majority of Urban Indian Health Programs limit their services to Indians, are 
not Section 330 Community Health Centers and, therefore, do not have FTCA coverage. 

There is a mistaken impression that most, if not all, Urban Indian health programs 
can secure FTCA coverage as Federally Qualified Health Centers. Based on the experience 
of one urban Indian health program that sought FQHC status, the process is ambiguous (it does 
not clearly provide for urban Indian programs to receive such status), time-consuming (18 
months), costly and, at the end, of dubious benefit (this program only secured “look-a-like” 
FQHC status which, apparently, does not include FTCA coverage). It is essential that the issue 
of FTCA coverage be clearly addressed for Urban Indian Health Programs. 

According to a recent survey, only one of the 33 Urban Indian Health Programs has 
been the subject of a malpractice claim. Due to the relatively limited nature of the services 
they provide, the actual risk of a claim against an Urban Indian Health Program is low and, 
therefore, the cost to the United States of providing FTCA coverage would be low. However, 
this has not deterred the insurance companies from charging ever more exorbitant rates. 

In some areas, there are few insurance carriers available, so the carriers use this 
leverage to make other demands. One Urban Indian Health Program, which serves a large 
number of Navajo patients and was located relatively closely to the Navajo reservation, had a 
carrier state that it would not renew coverage out of fear that it would get dragged into the tribal 
courts. Despite detailed explanations as to why this was unlikely, the carrier would not relent. 

At the last hour, the program changed the status of its doctors from employees to independent 
contractors in order to maintain insurance coverage. Although a fix was found, it caused 
substantial problems for all parties concerned. 

The FTCA’s limited waiver of the federal government's sovereign immunity is now 
extended to tribes, tribal organizations and to non-tribal community health centers. It is illogical, 
and undermines the fundamental purpose for establishing federally funded urban Indian health 
programs, to not extend coverage to them as well. Section 5 1 5 of the Indian Health Care 
Improvement Act (S. 556) is essential to the future well-being of these programs and to the 
provision of basic services to urban Indian communities and should be preserved in the final 
version of this important legislation. 


X. FEDERAL SUPPLY SCHEDULE PRICING FOR PHARMACEUTICALS FOR 

URBAN INDIAN HEALTH PROGRAMS 

The ability of Urban Indian Health Programs to provide cost-effective 
pharmaceutical services depends on access to the Federal Supply Schedule. Pharmaceutical 
costs have skyrocketed. Notably, many Americans now travel to Canada to purchase their 
prescription drugs. This option is not viable for most urban Indian communities and is not 
preferable to receiving properly dispensed pharmaceuticals from an urban Indian health program. 
Without access to the Federal Supply Schedule, the fulfillment of the Federal government’s trust 
responsibility to Indian peoples, as well as the cost-effective implementation of IHS’s Urban 
programs, is seriously impeded. 
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Only five of the 33 Urban Indian Health Programs have access to federally 
disconnted pharmaceuticals. All five of these are accorded this savings by virtue of their status 
as Section 330 community health centers. The rest of the Urban Indian Health Programs do not 
have this status and are not in a position to readily attain it. Instead, they look for the cheapest 
supplier on the market, usually paying far higher than the Federal Supply Schedule rate. As a 
result, the average expenditure on pharmaceutieals by a UIHP is $ 134,000/year, which for these 
small programs is a disproportionately and unnecessarily high portion of their total budget that 
substantially restricts the provision of other services. 

Tribes and tribal organizations that have contracts with the Indian Health Service 
already have access to pharmaceuticals at Federal Supply Schedule pricing. Tribes and 
tribal organizations receive this access based on the Federal trust responsibility and on a 
commonsense commitment to maximizing the value of Federal dollars, not based upon their 
status as governmental organizations. The Urban Indian Health Programs secure their Federal 
funding from the exact same source as these tribes and tribal organizations and for the exact 
same purpose - to provide health care services to Indians in accordance with the Federal trust 
responsibility. For the same reasons, therefore, urban Indian health programs which utilize 
federal funds should also have access to the Federal Supply Schedule. 

Consistent with the Federal government’s trust responsibility to Indian peoples, 
Congress has funded, through the Indian Health Service, 33 Urban Indian Health 
Programs. Urban Indian Health Programs are a direct and important manifestation of the 
Federal government’s trust responsibility to Indian peoples. As the Senate has noted: 

“The responsibility for the provision of health care, arising from 
treaties and laws that recognize this responsibility as an exchange 
for the cession of millions of acres of Indian land does not end at 
the borders of an Indian reservation. Rather, government 
relocation policies which designated certain urban areas as 
relocation centers for Indians, have in many instances forced 
Indian people who did not [want] to leave their reservations to 
relocate in urban areas, and the responsibility for the provision of 
health care services follows them there.” 

Senate Report 100-508, Indian Health Care Amendments of 1987, Sept. 14, 1988, p. 25 
(emphasis added). 

A legislative solution to this inequity. Section 517 of the Indian Health Care 
Improvement Act provides, among other things, that urban Indian organizations that have 
entered into a Federal contract or received a Federal grant pursuant to that title shall have access 
to the same sources of supply as Federal agencies. This is a critically important provision since 
the Federal Supply Schedule often provides the lowest cost available for a wide range of items, 
including pharmaceuticals. Access to this schedule greatly expands the purchasing power of the 
Federal dollars that urban Indian organizations receive, which, in turn, advances the 
implementation of Federal health care policy in support of urban Indians. That policy, as noted 
above, is rooted in the Federal government’s trust obligation to Indian peoples. 
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The Federal government’s policy of establishing an urban Indian health program, 
consistent with the Federal trust responsibility, would be greatly advanced by Section 517 of the 
Indian Health Care Improvement Act. Access to the Federal Supply Schedule not only 
maximizes the value of federal dollars, but is consistent with the current policy of providing such 
access to tribes and tribal organizations that have IHS contracts - a policy based in practicality 
and the Federal government’s trust responsibility, not the governmental status of those entities. 


XI. THE NEED FOR A 100 PERCENT FEDERAL MATCHING RATE FOR 
MEDICAID SERVICES PROVIDED AT URBAN INDIAN HEALTH 
PROGRAMS 

Urban Indian health programs may participate as providers in their state’s Medicaid 
program and receive payment for services covered by Medicaid that they furnish to Medicaid- 
eligible American Indians. Whatever amount the state pays the urban Indian program for a visit 
by a Medicaid patient, the Federal government will match the state’s expenditure at the state’s 
regular Federal Medicaid matching rate, or FMAP. For example, Arizona receives 65 percent of 
the cost of each Medicaid patient visit from the Federal government, California 51 percent, 
Colorado 50 percent, etc. In contrast, if an American Indian who is eligible for Medicaid 
receives primary care services covered by Medicaid at an outpatient facility operated directly by 
the I.H.S., or from a facility operated by a tribe or tribal organization under contract with the 
I.H.S., the Federal government will match 1 00 percent of the cost of the service. 

NCUIH supports raising the Federal Medicaid matching rate in all states to 100 percent 
for the costs of covered services furnished to a Medicaid beneficiary directly by an urban Indian 
health program receiving funds under Title V of the Indian Health Care Improvement Act. Note 
that under this proposal, the enhanced FMAP would not apply to services furnished by providers 
to whom an Indian Medicaid beneficiary has been referred by an urban Indian health program. 
CBO estimates the cost of providing this fiscal relief to the states at $60 million over 5 years and 
$150 million over 10 years. 


XII. URBAN INDIAN DEMONSTRATION PROJECTS - A THANK YOU 

With leadership from this Committee, the Congress made permanent the Section 512 
Demonstration projects, which include the Oklahoma City Indian Clinic, which I oversee in my 
capacity as president of the of the Central Oklahoma American hidian Health Council, Inc., 
operators of the Oklahoma City Indian Clinic. I would like to take this opportunity to formally 
thank you for your support. As a result, our excellent clinic will, in a stable enviromnent, be able 
to continue to provide invaluable health care services to urban Indians in Oklahoma City. 


XIII. CONCLUSION 

Notwithstanding the difficulties, urban Indian health organizations, working with limited 
funds, have made a great difference in addressing the health care service gap for urban Indians. 
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However, there is much more work to be done. NCUIH thanks the Committee for its support in 
the past and thanks the Committee for this opportunity to provide testimony on the health status 
of urban Indians. NCUIH looks forward to working closely with the Committee in its work to 
assure the best possible health care for all American Indians. 
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Testimony by Rachel A. Joseph 
Co-Chairperson of the 

National Steering Committee for the Reauthorization of the Indian Health Care 

Improvement Act 

Before a Joint Hearing of the Senate Committees on Indian Affairs 

and 

Health, Education, Labor, and Pensions 
July 14, 2005 - 2:30 PM 
Room 430, Senate Dirksen Building 


Good afternoon Chairman McCain, Vice Chairman Dorgan, Chairman Enzi, Ranking Member 
Kennedy and members of both Committees. My name is Rachel A. Joseph. I am Co-Chair of 
the National Steering Committee for the Reauthorization of the Indian Heath Care Improvement 
Act (IHCIA) and Chairperson for the Toiyabe Indian Health Program, a consortium of nine 
Tribes which serves Mono and Inyo Counties in central California. I have served for several 
years on the Indian Health Service (IHS) National Budget Formulation team representing 
California and have been elected to represent the East Central California Tribes to the California 
Area Office Advisory Committee. In these capacities, and others, I have been fortunate to work 
with Tribal Leaders from across the Country in addressing health care issues. Thank you for 
having this joint hearing and providing me the opportunity to testify in support of S. 1057, a bill 
to reauthorize the Indian Health Care Improvement Act. 

This testimony is also offered on behalf of the National Indian Health Board (NIHB) and the 
National Congress of American Indians (NCAI). NIHB serves Federally Recognized American 
Indian and Alaska Native (AI/AN) Tribal governments in advocating for the improvement of 
health care delivery to American Indians and Alaska Natives, as well as upholding the federal 
government’s trust responsibility to American Indian and Alaska Native Tribal governments. 
The NCAI was established in 1944 and is the oldest and largest national organization of 
American Indian and Alaska Native tribal governments dedicated to preserving, protecting, and 
promoting the inherent sovereign rights of Indian nations. 

The National Steering Committee is pleased that the Senate Reauthorization bill, S. 1057, was 
introduced early this year and that hearings are being held. 

Today, I respectfully request Congress and the Administration to work together to enact the 
reauthorization of the Indian Health Care Improvement Act and to support the efforts of Indian 
Affairs Committee Chairman John McCain and Committee Vice Chairman Dorgan in this 
endeavor. Also, we thank Chairman Enzi and Ranking Member Kennedy for your interest in this 
legislation. We are committed to working with you to achieve the passage of S. 1057 during 
THIS Congress. 

History of Reauthorization Efforts 

This reauthorization effort has been long, difficult and disappointing for us. We believe we also 
need to be “at the table” with Congress and the Administration as we continue the dialogue on 
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reauthorization and it is consistent with a meaningful goverament-to-govemment relationship. 
During the last session of Congress Indian Country did not have this level of participation; 
however, we remain ready to work with the Administration and look forward to it. 

In June 1999, the Director of the Indian Health Service (IHS) convened a National Steering 
Committee (NSC) composed of representatives from Tribal governments and national Indian 
organizations to provide assistance and advice regarding the reauthorization of the HCIA. I was 
elected co-chair of the NSC during the organizing meeting in 1999. Over the course of five 
months, the National Steering Committee drafted proposed legislation, which was based upon 
the consensus recommendations developed at Area meetings, four (4) regional consultation 
meetings held earlier in that year and a national meeting here in Washington, DC. The 
consensus recommendations formed the foundation upon which the National Steering Committee 
began to draft proposed legislation to reauthorize the IHCIA. In October 1999, the National 
Steering Committee forwarded our final proposed bill to the IHS Director, to each authorizing 
committee in the House and Senate and the President. The House and Senate have introduced 
legislation based on the tribal bill, but none have passed. 

The bill, S. 1057 is a culmination of a bi-partisan, community-based endeavor arising from 
exemplary tribal coordination and consultation. At the request of the Department of Health and 
Human Services, Native American leaders drafted changes to this lengthy law, worked out 
endless compromises and reached consensus on key policy issues. We discussed and agreed to 
what would contribute to good health and well-being of Al/AN families. 

The IHCIA has had a unique legislative history. After passage in 1976, it was amended in 1980, 
continuing authority for appropriations for the provision of health care services to American 
Indians and Alaska Natives (AI/AN) through September 30, 1984. Despite majority support in 
the Congress, under both Democrat and Republican leadership, reauthorization has failed too 
many times. A reauthorization bill was vetoed in 1984, and twice failed because the Congress 
could not resolve differences in bills that had passed the House and the Senate. Since passage it 
has been reauthorized five times. However, the Snyder Act still forms the basis for Indian health 
care programs’ appropriations. 

Important pieces of legislation dealing with human needs are reconsidered and amended 
periodically so programs stay relevant and effective in carrying out the intended purposes of the 
original law. For example, the elementary and Secondary Education Act of 1965 is reviewed 
and amended by Congress approximately every five years. Congress enacted the Indian Health 
Care Improvement Act in 1976 and it has not been reauthorized since 1992. 

Congress passed the Indian Health Care Improvement Act (IHCIA) in 1976 with a specific 
mission: to bring the health status of Native individuals and communities up to the level of other 
populations. Although Native people still experience significant health disparities and have 
lower life' expectancy than the general population, progress has been made and the enhancements 
in S. 1057 will facilitate further improvements. 

Among the key priorities of IHCIA are: 

1. Equivalence: To end disparities, control diseases and environmental hazards, and to 
provide equivalent basic and specialized medical resources. 

2. Quality: To assure quality services and facilities. To facilitate and support provider 
training and to help Native people become health professionals. 
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3. Local Control: To allow tribes and urban centers to fill gaps in services and to have more 
control over health programs to meet local needs. 

4. Coordination: To permit the collection of monies from insurance companies, Medicare, 
Medicaid, Children’s Health Insurance Program and other sources. 

Highlight on Key Provisions of S.1057 

Behavioral Health Programs 

Indian Country strongly supports Title VII of S. 1057 authorizing comprehensive behavioral 
health programs which reflect tribal values and emphasizes collaboration among alcohol and 
substance abuse programs, social service programs and mental health programs. Title VII 
addresses all age groups and authorizes specific programs for Indian youth including suicide 
prevention, substance abuse and family inclusion. 

We also need to ensure that the “systems of care” approach to mental health services is available 
in Indian Country. 

The "systems of care" approach means more than just coordinated or comprehensive mental 
health services. It involves making families and communities partners in the development of 
behavioral/mental health services, a methodology formally recognized and encouraged by the 
Substance Abuse and Mental Health Services Administration (SAMHSA). In fact, an existing 
SAMHSA program, operated in coordination with other federal agencies, provides six-year 
grants to a number of Indian tribes for the express purpose of developing systems of care for 
mental health services in Indian communities. 

Increased IHS/tribal utilization of Systems of Care methodologies for delivery of mental heath 
services will help tribes leverage assistance from SAMHSA, the National Institutes of Mental 
Health and other agencies for services to Indian children. Local evaluations of Systems of Care 
programs have shown less acute psychiatric hospitalizations and out-of-home placements for 
adolescents, better school performance and fewer crimes by children in the program. As the 
recent tragic events on the Red Lake Reservation have demonstrated, we must improve and 
enhance the effectiveness of mental health services for Indian children. 

Elevation of the Indian Health Service Director 

Tribal leaders have long advocated for “elevation” of the IHS Director to that of an Assistant 
Secretary. We believe “elevation” is consistent with the govemment-to-govemment relationship 
and the trust responsibility to AI/AN Tribal governments throughout all agencies of the 
Department of Health and Human Services (HHS). While HHS has made great strides over the 
past several years to address Tribal issues, the elevation of the IHS Director to that of an 
Assistant Secretary would facilitate the development of AI/AN health policy throughout the 
Department and provide greater collaboration with other agencies and programs of the 
Department concerning matters of Intjian health. , 

The disparities in Indian health indicators compared to the general population requires us to 
assert that we need to approach our responsibilities differently. Status quo is not acceptable. We 
believe that “elevation” would be comparable to the administration of the Bureau of Indian 
Affairs programs by an Assistant Secretary in the Department of Interior and the Assistant 
Secretary for Public and Indian Housing in the Department of Housing and Urban Development. 
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Bipartisan Commission 

The NSC strongly supported the authorization of an Entitlement Commission to study and make 
recommendations for the optimal manner in which to provide health care to AI/AN. Indian 
tribes ceded 400 million acres of land to the United States in exchange for promises of health 
care and other services, a fact that is reflected in treaties. We believe these documents and 
actions secured a de-facto contract, which entitles Native peoples to health care in perpetuity and 
are based on moral, legal and historic obligations of the United States. An Entitlement 
Commission would provide recommendations to Congress concerning the delivery of health care 
and other services to Indians, and advise Congress about which should be discretionary or 
entitlement programs. The NSC recommendation is addressed in S. 1057, Title VIII, Sec. 814, 
which authorizes a National Bipartisan Commission on Indian Health Care. 

Alaska Dental Health Aide Program (DHA )- A Local Solution to a Crisis 
Alaska has a severe shortage of dentists. Imagine your child has an unbearably painful toothache 
and the dentist comes to your community just once a year. In fact, the only ways in or out of 
your village is by boat or airplane; and, the airfare is several hundred dollars. 

Tribal and IHS dentists make the care of children’s teeth their first priority; thus, an adult may 
not get an appointment during the dentist’s annual visit. This is reality for approximately 85,000 
Alaska Natives in rural Alaska. Alaska Natives are fighting an epidemic of dental decay and 
have implemented the Alaska Dental Health Aide (DHA) program as an effective means of 
fighting these conditions. DHAs are needed to address shocking rates of oral disease in Alaska; 
for example, Alaska Natives suffer rates of dental caries 2.5 times the national rate; one-third of 
rural Alaska school children miss school because of dental pain; one quarter of the children 
report covering their laughter or smiles because of the way their teeth look. A few more 
startling statistics are detailed in the chart below. 


American Indian and 

Alaska Native Children 

Age 


Untreated 

caries 

2-4 

79% 

68% 

6-14 

87% 

66% 

15-19 

91% 

68% 


The DHA Program is a local solution to a critical problem and consists of a specialty practice 
area focused on prevention, relief of pain and' infection, and basic restorative services. Dental 
Health Aides and Therapists provide sorely needed access and continuity of dental care in rural 
Alaska. The DHA program is authorized under section 121 of the Indian Health Care 
Improvement Act (IHCIA), 25 U.S.C. § 16161. 

The American Dental Association has been advocating for the removal of this authorization, 
arguing that DHAs do not have the training necessary to perform within their scope of practice. 
It is important to note that DHAs must meet rigorous requirements, which includes training that 
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requires hands-on practice under a dentist’s supervision; continuous education; federal 
certification; and, ongoing performance evaluations. 

DHA therapists receive two years, or 2,400 hours, of classroom training and clinical experience. 
They spend about 760 hours in a clinic treating children. While in college, they perform more 
clinical procedures than the average graduate of American dental schools experience. 

While DHAs are new to the United States, New Zealand has a 75-year history of success in using 
dental health paraprofessionals. The World Health Organization shows that dental health 
aide/therapists now work in 42 countries, including Great Britain and Canada. After Canada 
started its program, the ratio of teeth pulled to teeth fixed dropped from over 50 percent to less 
than 10 percent. A study of the Canadian effort compared the work of dental therapists and 
dentists and found that the quality of restorations by therapists equal that of the dentists. 

Significantly, organizations with a profound interest in public health, but no profit motive, 
support the DHA program. Some of these include the Indian Health Service, under Director Dr. 
Charles Grim, who is a dentist; the Alaska Department of Health and Social Services, whose 
Commissioner, Joel Gilbertson, said [DHA] “holds great promise for addressing the profound 
dental problems of rural Alaskans, and we applaud Congress for giving the program a chance to 
demonstrate its potential for success” and the American Association of Public Health Dentistry, 

America has seen this kind of resistance to mid-level health practitioners and physician extenders 
for many years. For example, chiropractors fought for more than a decade to provide patient 
care, unfettered, within their scope of practice, despite vociferous objections by the American 
Medical Association. That conflict was decided in favor of the chiropractic profession in the 
Supreme Court decision on Wilk, et. Al ,v. AMA. Nurse Anesthetists, Osteopathic Physicians, 
occupational therapists, physical therapists and other health professions have fought, and 
continue to fight, battles similar to the one the DHAs now face. Today, mid-level medical 
personnel have proven to be an effective, cost efficient and important part of the health care 
team. We support the DHAs as part of a health care team, 

Long-Term Care -An Innovation for Indian Country 

Title 11, Section 213 provides for the authorization for the Indian Health Service and Tribally- 
operated health systems to provide long-term health care, assisted living, home health services, 
hospice, and other related programs. While the life expectancy of American Indians and Alaska 
Natives is substantially lower than the rest of the genera! population, the ability to provide health 
care and related services for the elderly population remains one of the most pressing issues for 
Indian country. The need to improve and expand services for all stages of the life cycle are 
desperately needed, however services utilized during the waning years of life are severely 
lacking in AI/AN communities. If you were to ask American Indians and Alaska Native what 
services or programs are absent and/or inaccessible in Indian Country, the response you will 
receive is long-term health care, quality nursing homes, home-health programs, hospice and 
other similar programs. 

Health & Wellness Foundation 

Title Vm of S. 1057 authorizes the establishment of the Native American Health & Wellness 
Foundation, which is a new authorization for the Indian Health Care Improvement Act. 

The Foundation will be a charitable and non-profit federally chartered corporation. The duties of 
the Foundation shall be to encourage, accept and administer private gifts of real and personal 
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property, and any income from or interest in such gifts for the benefit of, or in support of, the 
Indian Health Service. We see the Foundation as an exciting opportunity to supplement the 
funding for the HIS; and, we emphasize any funding provided to the IHS by the Foundation 
should not supplant Federal appropriations to the IHS. 

Centers for Medicare & Medicaid Services (CMS) 

In response to the growing importance to Indian country of programs administered by the Center 
for Medicare and Medicaid Services (CMS) which includes the S-CHIP program, the National 
Steering Committee (NSC) for the reauthorization of the IHCIA and Tribes recommended the 
establishment of a formal consultation body for CMS to assist in the development of CMS Indian 
policy and regulation. In response to these requests CMS established a Tribal Technical 
Assistance Group (TTAG). 

The TTAG has been active in reviewing the impacts of the recently passed Medicare 
Modernization Act (MMA). The first round of MMA implementation focused on the 
Transitional Assistance program which was touted as a “new benefit” for seniors, especially low 
income seniors. Unfortunately, the roll out was too slow and the program too confusing to have 
much affect in Indian country. Out of a nationwide projected benefit of $12,000,000, only a little 
over $1,000,000 was actually collected by IHS and Tribal programs. The implementation of the 
permanent program (Medicare Advantage and Part D Pharmacy Benefits) is occurring under 
statute with less Indian specific language than the Transitional Assistance section. Of particular 
concern going forward is the affect of the MMA on dual eligibles who currently receive their 
pharmacy coverage through the Medicaid program. Low income elders make up a large portion 
of the Indian elder population. Like other elders they are confronting confusion of enrolling in a 
plan and face new co-payments for services. They will also experience the gap in coverage 
when their costs exceed the $1500 initial coverage limit. These clients will expect their IHS and 
Tribal Clinics to pay for their pharmaceuticals after they fully utilize their Part D coverage. 
Sadly, IHS expenditures will not be counted toward the threshold to qualify for catastrophic 
coverage under Part D. IHS will have to absorb all pharmacy costs for Indian elders up to the 
$3600 annual True Out of Pocket costs (TrOOP). 

Of equal concern is the issue of charging Indian clients premiums and co-pays. We 
recommended that premiums and co-payments should be waived as was done in the State 
Children’s Health Insurance program. Some provisions of the MMA will be helpful to Indian 
country such as the “capping” of Contract Health Service payments at Medicare rates and 
reimbursement for hospital emergency treatments provided to undocumented immigrants. These 
issues and the establishment of the CMS/TTAG is reflective of recognition by both CMS and 
Tribes of the increasing importance of CMS programs to improving the health of the Indian 
communities. 

Reauthorization Is Important 

Health Disparities in Indian Country 

Indian Country must have access to modem systems of health care. Since the enactment of the 
IHCIA in 1976, the health care delivery system in America has evolved and modernized while 
the AI/AN system of health care has not kept up. Reauthorization of the IHCIA will facilitate 
the modernization of the systems of health care relied upon by 1.8 million AFANs. S. 1057 
authorizes concepts and methods of health care delivery for AFAN in the same manner already 
considered standard practice by “mainstream” America. There is a critical need for health 
promotion and disease prevention activities in Indian Country and provisions of S. 1057 address 
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this need. Disease prevention and health promotion activities elevate the health status at both the 
individual and community level. Indian Country needs flexibility to run its health care delivery 
systems in a manner comparable to health care systems expected by “mainstream” America. 

The Indian Health Care Improvement Act declares it is this Nation’s policy to elevate the health 
status of the American and Alaska Native people to a level at parity with the general U.S. 
population. No other segment of the American population is more negatively impacted by 
health disparities than the AI/AN population and our people suffer from disproportionately 
higher rates of chronic disease and other illnesses. 

We have demonstrated that 13 percent of AI/AN deaths occur in those younger than 25 years of 
age, a rate three times higher than the average US population. The US Commission on Civil 
Rights reported in 2003 that “American Indian youths are twice as likely to commit 
suicide... Native Americans are 630 percent more likely to die from alcoholism, 650 percent 
more likely to die from tuberculosis, 318 percent more likely to die from diabetes, and 204 
percent more likely to suffer accidental death compared with other groups.” 

In addition, according to the Indian Health Service, AI/ANs have a life expectancy six years less 
than the rest of the US population. Rates of cardiovascular disease among AI/AN are twice the 
amount for the general public, and continue to increase, while rates for the general public are 
actually decreasing. 

Public health indicators, such as morbidity and mortality data, continue to reflect wide disparities 
in a number of major health and health-related conditions, such as Diabetes Mellitus, 
Tuberculosis, alcoholism, homicide, suicide and accidents. These disparities are largely 
attributable to a serious lack of funding sufficient to advance the level and quality of adequate 
health services for AI/AN. Recent studies reveal that almost 20 percent fewer AI/AN women 
receive pre-natal care than all other races and they engage in significantly higher rates of 
negative personal health behavior, such as smoking and the consumption of alcohol and illegal 
substances during pregnancy. 

A travesty in the deplorable health conditions of AI/AN is knowing that the vast majority of 
illnesses and deaths from disease could be prevented if additional funding and contemporary 
programmatic approaches to health care was available to provide a basic level of care enjoyed by 
most Americans. It is unfortunate that despite two centuries of treaties and promises, American 
Indians endure health conditions and a level of health care funding that would be unacceptable to 
most other U.S. citizens. 

Funding Realities 

Indian Country continuously advocates for equitable health care programs and funding. Health 
care spending for AI/AN lags far behind spending for all other segments of society. For 
example, per capita expenditures for AI/AN beneficiaries receiving services in the IHS are 
approximately one-half of the per capita expenditures for Medicaid beneficiaries. In fact, the 
federal government spends nearly twice as much money for a federal prisoner’s health care than 
it does for AI/AN. 

When an AI/AN elder requires medical care, they may not receive it, or if they do, it could be at 
substandard levels. 
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Funding for the Indian Health Service (IHS) has not kept pace with population increases and 
inflation. While programs such as Medicare and Medicaid accrue mandatory annual increases to 
address inflation, the IHS does not receive comparable increases. According to the United States 
Commission on Civil Rights report entitled “A Quiet Crisis,” between 1998 and 2003, industry 
experts estimate that medical costs grew approximately 10 to 12 percent annually, while IHS 
funding increases are less than 5 percent annually. Consequently, a large and expanding gap 
exists between needed and available services, or unmet needs, in Native American communities. 
The following chart, prepared by the IHS, further demonstrates this standard practice of funding 
disparities in federally supported health care programs. 


IHS Appropriations Per Capita Compared to 
Other Federal Health Expenditure Benchmarks 
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The following graph illustrates the diminished purchasing power of the IHS budget over the past 
fourteen years. The graph demonstrates the compounding effect of multi-year funding shortfalls 
that have considerably eroded the IHS base budget In 1993, the IHS health services accounts 
received $1.52 billion; and, had the accounts received adequate increases for inflation and 
population growth, that amount would be $5.2 billion today. The Northwest Portland Area 
Indian Health Board estimates that the IHS budget has lost over $2.46 billion over the last 
fourteen years. 



Resource 

Loss 

Approved IHS 
Budget 
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Figure 1: Compounding Effect of Multi-year Funding Shortfalls 
IHS Budget FY 1993 • FY 2006 
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Trust Obligations of the Federal Government 

The federal responsibility to provide health services to AI/AN reflects the unique govemment-to- 
govemment relationship that exists between the Tribes and the United States. The importance of 
this relationship is reflected in the provisions of Article 1, § 8, clause 3 of the United States 
Constitution, which gives the federal government specific authorities in its dealings with Indian 
Tribes. 

Article VI, § (2) of the United States Constitution refers to all treaties entered into under the 
Authority of the United States as the "Supreme Law of the Land." Treaties between the federal 
government and our ancestors - negotiated by the United States government in return for the 
cession of over 400 million acres of Indian lands - created a fiduciary responsibility for the 
federal government to provide American Indians with health care services and adequate funding 
for those services. Additional Treaties, Statutes, U.S. Supreme Court decisions and Executive 
Orders have consistently reaffirmed this Trust responsibility. 

The Snyder Act of 1921 has been the foundation for the many federal programs for Tribes 
instituted since its enactment, including programs targeting Indian health. It authorizes broad 
authority for Congress to appropriate funds to preserve and improve the health of AI/AN. 

Since 1964, three public laws have dramatically changed the delivery of health care to the 
Tribes. First, the Transfer Act of 1954 removed responsibilities for health care of AI/AN from 
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the federal Department of the Interior to the, then. Department of Health, Education and Welfare 
(HEW). 

Second, the Indian Self Determination and Education Assistance Act of 1975 changed forever 
the nature of relationships between Tribal organizations and the federal government and 
revolutionized the manner in which health services are delivered in Indian country. The Act 
provided guidance and direction to IHS to enable it to work with Tribes to develop Tribal based 
health systems in which Tribal organizations are authorized to operate their own health 
programs. 

Approximately half of all appropriations to the IHS fund programs that are operated directly by 
Tribes administering health care systems offering local, accessible and coordinated services 
responding to the needs of individual Tribal members. In a 1998 NIHB study "Tribal 
Perspectives on Indian Self Determination and Self Governance in Health Care Management," 
94 percent of the Tribal leaders and health system directors surveyed reported plans to enter into 
Self Determination or Self Governance agreements with the IHS. Tribally operated systems 
reported significantly greater gains in the availability of clinical services, community-based 
programs, auxiliary programs and disease prevention services. In most cases. Tribes contracting 
or compacting with IHS reported improved and increasingly collaborative relationships with the 
agency, with both IHS Area Offices and Tribal organizations working together to facilitate the 
transfer of program management. 

Finally, with its comprehensive, far-reaching provisions, the Indian Health Care Improvement 
Act of 1976 created opportunities for enhancement of services to Tribes through innovative 
interventions that are responsive to the health needs of the Tribes and their members. Tribes and 
the IHS have intervened to achieve positive changes under the Act which includes: virtually 
every component of service delivery; health professions training, recruitment and retention; 
targeted disease prevention and treatment; funding of health systems; and mechanisms for 
integrating Tribal systems with federal programs, such as Medicaid and Medicare. 

PART 

We have worked hard over the last six years on the reauthorization of the MCIA and hope that 
the 109th Congress will pass this important legislation which authorizes effective programs. 

One of the ways to determine the effectiveness of federal programs is the Program Assessment 
Rating Tool (PART), developed by the Office of Management and Budget (0MB), which is used 
to evaluate programs and link performance to appropriations. The PART assessments review 
overall program effectiveness, spanning from how well a program is designed to how well it is 
implemented and what results are achieved. As such, the PART examines factors that the 
program or agency may not directly control but may be able to influence. For example, if a 
PART assessment identifies a statutory provision that impedes effectiveness, the agency may 
propose legislative changes to fix it. The PART is central to the Administration’s Budget and 
Performance 
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Integration (BPI) Initiative because it drives a sustained focus on results. To earn a high PART 
rating, a program must use performance to manage, justify its resource requests based on the 
performance it expects to achieve, and continually improve efficiency; all goals of the BPI 
Initiative. 


Year 

Program 

Avg. 

Score 

Rating 

FY 2004 

Federally Administered programs 

78.0% 

Moderately 

Effective 

FY 2004 

Sanitation Facilities Programs 

84.8% 

Moderately 

Effective 

FY 2005 

Urban Indian Health 

70.5% 

Adequate 

FY2005 

Resource & Patient Management 
System 

86.8% 

Effective 

FY 2006 

Health Care Facilities Construction 

95.8% 

Effective 


The Indian Health Service (IHS) and tribes have been active participants in the PART reviews 
conducted by OMB and embrace the process as a means to provide critical outcome analysis for 
documenting improvements in the delivery of health care to Al/AN people. Since FY 2004, IHS 
has had five of its programs reviewed under PART. All of the IHS programs that have been 
rated under PART have at least an “adequate” rating with an average score of 83.2%. Moreover, 
the IHS has continually scored better than other agencies within the Department of Health and 
Human Services under PART. The IHS Health Facilities Construction program has received one 
of the highest scores in the federal government receiving 100% in three of the four PART 
categories for a combined score of 95.8%. 


Agency 

Avg. Score 

Indian Health Service 

83.2% 

Centers for Medicare & Medicaid Services 

78% 

Health Resource Services Administration 

64% 

Federal Dmg Administration 

58% 

Depart of Defense* 

55% 

Centers for Disease Control 

53% 

Administration for Children & Families 

49% 

Veterans Administration* 

47% 

HHS Total (not including IHS) 

57.8% 

* Health Care Components only 

Source: OMB, available at; www.whitehouse.gov/omb/budgel/fy2006/pma/hhs.pdf 


The IHS is currently working with Office of Management and Budget on a PART submission for 
its direct tribally operated health programs. The outcome of that PART review will not be 
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known until later in the year. However, based on the performance of past IHS submissions, it is 
anticipated that the direct tribally operated programs will be reviewed favorably by OMB. 

While PART reviews are used to justify and substantiate funding requests in the appropriations 
process, the IHS has used the information to identify opportunities to improve its programs and 
operations. For example, the urban program is being reviewed by a task force of stakeholders 
specifically charged by the IHS Director to make recommendations for addressing the specific 
deficiencies identified by the PART assessment. The other IHS programs assessed under PART 
are also using the insights gained by the evaluation to make improvements internally. 

The available evidence does not support that there are any design flaws associated with programs 
operating under the IHCIA. The success and effectiveness of IHCIA programs are further 
supported in the “results” of the PART assessments. From our perspective the IHS programs 
represent a success story for effectiveness. The IHS PART scores combined with system 
changes resulting from knowledge gained in the PART process speak to the effectiveness of 
using government resources to carry out health care services to Indian people. The effectiveness 
of the IHCIA and its programs are clearly demonstrated in the PART process and substantiates 
our strong position that reauthorization of the IHCIA should not include any regression from 
current law. 

Again, thank you for providing me this opportunity to present testimony. 
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NATIONAL STEERING COMMITTEE 
FOR THE REAUTHORIZATION 
of the INDIAN HEALTH CARE IMPROVEMENT ACT 


The Honorable Byron Dorgan 
Vice Chairman 

Senate Committee on Indian Affairs 
Washington, DC 20510-6450 

September 16, 2005 

Dear Vice Chairman Dorgan: 

This letter responds to your correspondence of July 25, 2005 with regard to the written questions 
posed by Senator Patty Murray and Senator Maria Cantwell in follow up to the July 14, 2005 
joint hearing on S,1057. We understand that the hearing record is closed at this time; however, 
we greatly appreciate the opportunity for the National Steering Committee on the 
Reauthorization of the Indian Health Care Improvement Act to share its views on these matters 
with the Committee. 

Response to Senator Cantwell’s Questions on the Need for Behavioral Health Services 

1. What tools do we currently have to address the tragedy of youth suicide among the Indian 
population? 

Culturally specific social marketing campaigns that are aimed at reducing mental health stigma 
in AI/AN communities through local community-based education and awareness could promote 
an increase in help-seeking behavior for youth who are experiencing mental health issues which 
may lead to suicidal thoughts or gestures. Social marketing can also be aimed at community 
members by providing practical tips for how to provide support and basic intervention to friends 
or family who may be expressing suicidal thoughts and education on when to call for 
professional help. 

Early identification and outreach to at-risk youth through comprehensive community-based 
services is critical to addressing youth suicide. A systematic network made up of mental health, 
education, juvenile justice, child welfare, substance abuse and primary care service providers 
that provide coordinated and collaborative services in partnership with cultural or informal 
family supports to the child and the family is often referred to as a “system of care” approach. 
The key to this approach is that services are adapted to meet the individual needs of the youth 
and may include a combination of professional/clinical services and culturally-based 
interventions from the local community depending on the strengths of the individual youth and 
family (to include extended family and clan relationships). Since 1994 a total of 26 different 
AI/AN communities [see note below for detailed list] have developed local system of care 
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models to transform their children’s mental health systems through grants and cooperative 
agreements. In general, these communities appear to have been able to address the issues of 
youth suicide, and the mental health issues that lead to youth suicide, in a way that provides early 
intervention, reduces the gaps between service systems and provides community-based follow- 
up care. Short term federal funding has made an impact in these communities and to varying 
degrees the efforts to transform the mental health system at the community level has sustained 
itself beyond the initial grant or cooperative agreement. Institutional support of these principals 
and practices through IHS behavioral health resources would assure that all AI/AN communities 
have access to this successful approach, not merely those who can successfully compete for 
limited funding awards. 

Early suicide screening as part of a comprehensive system of care approach may be initiated as a 
self administered screening, such as the Columbia Teen Screen (www.teenscreen.org I or the 
National Institute of Mental Heath Diagnostic Interview for Children (NIMH DISC-IV), which 
can be administered by non-clinical providers. With the exception of any culturally 
incongruence at a local level, both of these screening tools would be fairly simple to integrate as 
part of a comprehensive system of care in AI/AN communities. To identify at-risk youth early, 
the screenings could be provided outside of the mental health system in a school, primary care, 
juvenile justice, or child welfare agency setting. 

2. How can we involve the community and families in the provision of behavioral health 
services? 

The AI/AN communities involved in the systems of care initiatives have a great deal of 
experience and expertise in this very issue of community and family involvement. It plays a 
primary role in the system of care approach and is also one of the goals mentioned in the 
President’s New Freedom Commission on Mental Health report. 

Community members (i.e. elders, clan leaders, traditional healers, concerned citizens, elected 
officials, business leaders, youth leaders, community advocates, and other service providers) and 
family members (those who care for, or are related to people who receive behavioral health 
services) have a unique and highly valuable perspective that can shape and guide the provision of 
behavioral health services to increase their effectiveness and relevance of services at the 
community level. In order to provide the community and families with a genuine “voice”, their 
expertise and perspective must be valued by those in IHS that are formally charged with shaping 
behavioral health. One model of involvement would be the development of local community 
advisory boards, family advocacy groups and youth advisory groups that would meet regularly 
and have a level of authority and influence over the development of behavioral health services. 
This would involve community and family members at the local policy and program level to 
shape the overall provision of services. In order to maintain accountability of the services 
provided, involvement would also need to be increased at the direct service level through 
offering access to community-based advocates that could act on behalf of family members with 
service providers to ensure that the those receiving services are having their individual needs 
addressed in a way that is culturally relevant and acceptable. An overall paradigm shift to 
viewing community and family members as active partners in the planning and provision of 
behavioral health services, rather than simply the passive recipients of services from 
professionals is necessary and is imbedded in a system of care approach. 
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Developing an infrastructure that supports a partnership between formal behavioral health 
services and the community’s culturally based services (i.e. traditional healing, cultural 
activities, mentorship) in the form of referrals, consultation and a general appreciation and 
respect of community-based interventions is another key. 

Developing the skill, training and professional education of local AI/AN community members 
into formal behavioral health professions is an additional way of meeting this need. Establishing 
recruitment and staff development programs similar to the Rural Human Services programs in 
Alaska, where local community members are provided with training and opportunity along a 
career path. The concept of “growing your own” will eventually increase the number of AI/AN 
behavioral health professionals who are more likely to bring an understanding of the local 
community culture. 

Community and family involvement would ideally be included at every level of the IHS 
behavioral health system, from the national level, to the regional level, to the service unit level, 
the service program level and service provider level. This could be accomplished by the 
principles identified above. 


American Indian/Alaska Native communities that have developed local systems of care 
approaches for children ’s mental health: 

Child Mental Health Initiative (funded by SAMHSA Center for Mental Health Services) 

1. Navajo Nation -NM (1994-99) 

2 . Passamaquoddy Tribe-ME(1997-2003) 

3. Sacred Child Project - ND (1997-2003) 

4. Saulte Ste. Marie Chippewa Tribe - MI ( 1 998-2004) 

5. Northern Arapaho Tribe - WY (1998-2004) 

6. Oglala Sioux Tribe -SD (1999-2005) 

7. Yukon Kuskokwim Health Corp. - AK (1999-2005) 

8. United Indian Health Services - CA (2000-2006) 

9. Fairbanks Native Association - AK (2002-2008) 

10. Choctaw Nation - OK (2002-2008) 

11. Urban Trails Project - CA (2003-2009) 

12. Between 2-6 additional tribal sites are expected to be announced in September 2005 
for funding (2005-201 1) 

Circles of Care Grant Program 1998-2001 (funded by SAMHSA Center for Mental Health 
Services) 

1 . Cheyenne River Sioux Tribe - WY 

2. Feather River Tribal Health - CA 

3. Shared Vision Project - MT 

4. First Nations Commrmity Healthsource - Albuquerque, NM 

5. Oglala Sioux Tribe - SD 
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6. Choctaw Nation of Oklahoma 

7. Urban Indian Health Board - Oakland, CA 

8. Fairbanks Native Association- AK 

9. Inter-Tribal Council of Michigan 

Circles of Care II Grant Program 2001-2004 (funded by SAMHSA Center for Mental Health 
Services) 

1 . Tlingit and Haida Tribes - AK 

2. Pascua Yaqui Tribe - AZ 

3 . Salt River Pima-Maricopa Indian Community - AZ 

4. United American Indian Involvement - Los Angeles, CA 

5. Blackfeet Indian Tribe - MT 

6. Ute Indian Tribe - UT 

7. Puyallup Tribal Health Authority - WA 

Mental Health Community Safety Initiative 2003-2006 (funded by IHS Behavioral Health 
Programs) 

1 . Lower Elwha Klallam Tribe - WA 

2. Nooksack Tribe - WA 

3. Oklahoma City Indian Health Clinic Oklahoma City, OK 

Circles of Care III Grant Program 2005-2008 (funded by SAMHSA Center for Mental Health 
Services 

• Seven new sites will be announced in September 2005. 

Response to Senator Cantwell’s Question on the Indian Health Budget (MS) 

The President’s FY 2006 budget request for the IHS was $3.8 billion, an increase of $63 million 
over FY05. This represents an approximate, aggregate increase of 2.1% over FY05. The 
National Indian Health Board and Tribes across the Country informed Congress that the Indian 
Health Service and Tribal governments providing health care services cannot begin to provide 
adequate health care with a 2.1% funding increase, especially considering inflation and an 
estimated increased user population of 28,000. Funding for the Indian Health Service has not 
kept pace with population increases and inflation. As Senator Cantwell aptly pointed out, while 
mandatory programs such as Medicaid and Medicare have accrued annual increases of 5 to 10 
percent in order to keep pace with inflation, the IHS has not received these comparable increases. 
On behalf of Indian Country, NIHB requested that the House and Senate Appropriations 
Committee increase IHS funding by 10% over the FY05 level of $3,048 billion, hi addition, it 
requested $200 million in new spending for health promotion and disease prevention activities in 
Indian Country. This brought the total Indian country request to $4,380 million for the Indian 
Health Service for FY06. As we all now know, the Committees did not meet this request: if 
they had, it would have been a good start. 

When IHS funding does not keep place with inflation, losses in real dollars occur over time; 
therefore, despite nominal increases in funding, when those increases lie below the rate of 
inflation a relative loss in funding occurs. As a result, as the real, or actual, cost of providing 
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health care in Indian Country rises with medical inflation, the funding-below-inflation ensures a 
true loss in the ability of Indian Country to receive medical care is achieved. It logically follows 
that increases in American Indian and Alaska Native populations, combined with losses in IHS 
funding, result in substantial losses in health care buying power. This, in turn, accomplishes the 
staggering health disparities statistics routinely discussed about Indian Country, including the 
one Senator Cantwell included in her question in which she pointed out that the life expectancy 
for Indians living in Washington is approximately 4 years shorter than that of the rest of the 
population. 


Response to Senator Cantwell’s Questions on Medicare and Medicaid 

1. "TrOOP" problem . It is a correct assessment that the Centers for Medicare and 
Medicaid Services (CMS) has determined that the value of drugs dispensed to Indian 
beneficiaries (without cost to the beneficiary) by IHS and tribal pharmacies will not count toward 
the true out-of-pocket costs, or "TrOOP". We share your dismay about this. Tribes strongly 
advocated to CMS that the value of these drugs should count toward the "TrOOP"; otherwise, the 
Indian Medicare beneficiaries served by our pharmacies will never qualify for the catastrophic 
coverage for which other Medicare beneficiaries can qualify. Unfortunately, our efforts to 
achieve a more sensible policy outcome at CMS failed and CMS has informed Tribal Leaders 
that it considers the matter closed. The only recourse Indian Country now has is for Congress to 
amend the law to expressly direct that drugs dispensed by IHS/tribal pharmacies will count 
toward "TrOOP." 

2. Premiums under Medicare Part D . Senator Cantwell asked about the impact of the 
Part D premium feature on the Indian health system and its beneficiaries. There are three 
categories of premiums. First, CMS will pay the premiums for enrollment of "dual eligibles," 
defined as those Medicare beneficiaries who are enrolled in both Medicare and Medicaid. 
Second, other low-income beneficiaries can receive some assistance from CMS to pay their 
premiums. The part not subsidized would have to be paid by either the Indian beneficiary or the 
IHS/tribal program if he/she is to participate in Part D. Third, any Indian Medicare beneficiary 
who does not qualify for a full or part subsidy would either have the pay the premium 
him/herself, or have it paid for him/her by the program. Of course, we do not want my Indian 
beneficiary to have to pay any premium, as all Indians are entitled to have all health care costs 
covered by the Federal government. But in order for any person to enjoy the benefits of Part D, 
he/she must be enrolled in a Part D plan and either pay a premium, or have a premium paid on 
his/her behalf 

We believe that tribes should be allowed to use their IHS funds to pay premiums for their 
beneficiaries who do not qualify for full subsidies, but IHS has said there is not sufficient 
authority for such use of funds. To overcome this problem, we hope Congress will quickly pass 
S. 1239 that would expressly allow funds appropriated to IHS and other funds to be used for this 
purpose. 

3. Co-pavs under Medicare Part D . The Medicare Modernization Act (MMA) requires 
that every Medicare beneficiary, no matter how poor, must make co-pays for covered drugs. 


5 



640 


These copays can be $l-$5, or even more, depending on the beneficiary's income level, IHS and 
tribal pharmacies do not charge their patients at all. Therefore, these pharmacies will be forced 
to absorb all co-pays that their beneficiaries would otherwise have to pay. The reimbursement 
the pharmacy would receive from the Part D Plan would reflect deduction of the applicable co- 
pay, Not only does this make extra work for all involved, the IHS pharmacy will thus have to 
subsidize this Medicare program in the amount of the copay, 

4, Outreach/education to Indian Medicare beneficiaries . It is correct to say that the 
Medicare program is very confusing to beneficiaries: both Indian and non-Indian alike! While 
CMS has been working with IHS and the Tribal Technical Advisory Group to do informational 
training in Indian Country, the two formal training sessions CMS is sponsoring focus only on 
Indian health program staff , not on actual beneficiaries. It is the program staff that must do the 
hard work of finding and educating their Indian beneficiaries at the local level. This is an 
enormous and labor-intensive task for which our Indian health programs receive no additional 
funding for staff We have no confidence that, despite their best efforts, all local programs will 
have the time and resources to reach all beneficiaries, explain this complex program to them 
(recall that many Indian elders do not speak English as a first language), and get eligible 
beneficiaries enrolled by the time this program starts on January 1, 2006. 

We fear that Indian health programs will suffer sizeable loss of revenue, especially on their "dual 
eligibles,” On January 1, those beneficiaries lose their Medicaid drug coverage and our 
pharmacies lose the Medicaid reimbursements they now collect. If all dual eligibles are not 
enrolled by then in a Part D plan, or the plan in which a beneficiary is enrolled has not admitted 
the IHS/tribal pharmacy to its network, we will not receive any reimbursement for dmgs 
dispensed to that Indian beneficiary. It is very alarming that the Medicare Part D program, 
which is intended to help Medicare beneficiaries, will wind up harming the programs that serve 
Indian Medicare beneficiaries. 

Response to Senator Murray’s Question on IHCIA Prevention Provisions 
As you may know, the Indian Health Service operates on a public health model that includes, 
among other things, programmatic efforts at preventing disease and encouraging a healthy 
lifestyle. It is our hope and objective that S. 1057 will enhance and further prevention efforts. 
This certainly is one of the goals of Title VII - Behavioral Health. If you read this title, you will 
see that it contains a number of provisions aimed at prevention as well as early treatment and 
intervention. 

Another part of the bill that is critical to disease prevention is found in the sanitation facilities 
provisions of Title III. Safe, potable water and appropriate waste disposal facilities are vital to 
prevention of diseases associated with contaminated water and inadequate sanitation. All 
Americans — including Indian people ~ are entitled to these measures that are so basic to a 
quality life. Unfortunately, however, there is a tremendous un-met need in Indian Country. 

Title II also has a number of provisions that focus on prevention. See, for example. Sec. 203; 
204 (diabetes prevention, treatment); Sec. 206 (research); Sec. 207 (cancer screening); Sec. 209 
(epidemiology centers that track disease prevalence and thereby enable programs to respond to 
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diseases before they become a problem); Sec. 210 (school health education programs); Sec. 212 
(prevention of communicable diseases). 

Several of these programs are already authorized by current law. The major impediment now to 
really effective prevention efforts is lack of resources. Even if the IHCIA is amended to enhance 
prevention program language as set out in S. 1057, this, alone, will not achieve the level of 
prevention efforts that you and we recognize is needed. Unless Congress supplies more 
resources for these efforts, the best authorizing language in the world will not achieve the desired 
goal. When Congress makes its appropriations decisions, it should keep in mind that 
prevention of disease is far less costly than treatment of disease. And a healthy individual 
has a far higher quality of life. This is what we want for all our Indian people. 

Response to Senator Murray’s Question on Native American Veterans and Coordination of 
Health Benefits with the Indian Health Service 


The long history of American Indians and Alaska Natives (AI/AN) serving in the United States 
Armed Forces should never be forgotten. The high percentage of American Indians and Alaska 
Natives in the military who have served in combat situations, as compared to the general 
population, results in AI/AN population with a disproportionately high level of “service-related” 
health needs, including behavioral health. 

The first and obvious answer to addressing the health needs of American Indian and Alaska 
Native veterans is the need for additional funding to rectify the funding disparities that exist 
within the Indian Health Service and Veterans Health Administration (VHA). Because so many 
American Indian and Alaska Native veterans utilize the EHS and VHA services, the lower per 
capita expenditures for their respective user populations result in a limited level of care for 
AI/AN veterans. Despite the potential to receive health care from either the IHS or the VHA, 
AI/AN veterans still have unmet health care needs and suffer from high rates of chronic disease 
and behavioral health disorders. Despite the challenges that exist in serving the health needs of 
American Indian and Alaska Native veterans, opportunities to exist to enhance the delivery of 
health care through increased collaboration between the IHS and VHA that could be supported 
by Congress. 

The IHS and VHA have determined that less than a third of the approximately 220,000 AI/AN 
veterans nationwide receive health care from VHA. Such numbers would likely increase if VHA 
facilities and services were located closer to areas with higher AI/AN populations, such as 
reservations, villages, communities, etc. Another potential barrier is the perception that the VHA 
will not appreciate, understand or accommodate the cultural needs of American Indians and 
Alaska Natives. Finally, the criteria for establishing eligibility for VHA services is much more 
stringent that IHS, which acts as a disincentive to access VHA services. 

Over the last two and a half years, the Indian Health Service (IHS) and the Veterans’ Health 
Administration (VHA) have collaborated via a memorandum of understanding (MOU) between 
the two federal agencies to promote greater cooperation and sharing to improve the health of 
American Indian and Alaska Native veterans. The collaborative activities of the IHS and VHA 
would benefit greatly from Congressional support of a task force comprised of AI/AN veterans. 


7 



642 


Tribal leadership, federal representatives to conduct roundtables, field hearings, etc. culminating 
in the issuance of a report documenting the successes, barriers, and needs of the AI/AN veteran. 
The report would provide clear guidance as to the actions necessary to take care of our AI/AN 
veterans. Although the IHS/VHA collaboration includes some of these activities, adequate 
funding and support for such a comprehensive effort is currently not available. 

On behalf of the National Steering Committee for the Reauthorization of the Indian Health Care 
Improvement Act, thank you for this opportunity to share our views with you on these important 
questions. We look forward to working with you as we work to achieve reauthorization during 
this Congress. If you have any questions or would like additional information, please do not 
hesitate to contact us. 


Sincerely, 


Rachel A. Joseph 
Co-Chair 

National Steering Committee 


Buford Rolin 
Co Chair 

National Steering Committee 


cc: National Steering Committee, Members 

National Indian Health Board, Board 
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Submission to the Committee on Indian Affairs and the Committee on Health 
Education, Labor and Pensions US Senate on S 1057 The Indian Health Care 
Improvement Act Amendments of 2005. 

Submitted by Professor Thomas B. Kardos, B.D.S., M.D.S., Ph.D., FFOP(RCPA) 

I, Thomas B. Kardos, am a professor of Oral Biology and Oral Pathology at the 
University of Otago, Dunedin, New Zealand. 

I have a held senior management position in the Faculty when I was the Associate 
Dean for Academic Affairs in the Faculty of Dentistry. At the end of May this year, 
when my term ended, I did not seek reappointment. I am currently a member of the 
University’s Committee for the Advancement of Learning and Teaching, the Distance 
Learning Reference Group and the Senate (academic administrative body of the 
University). As a registered specialist in oral pathology, and head of the discipline of 
oral biology, I teach in preclinical sciences across several programmes offered by the 
Faculty, i.e dentistry (dental students), dental hygiene, dental technology and dental 
therapy and contribute to the nationwide oral pathology diagnostic service. I am also 
involved in postgraduate supervison. 

I am currently a registered dental practitioner (dentist) having qualified with a 
Bachelor of Dental Surgery (B.D.S.), and am also a registered oral pathologist, having 
completed a specialist qualification in Oral Pathology, Master of Dental Surgery 
(M.D.S.). In addition I have also completed a Doctor of Philosophy degree (Ph.D.) in 
experimental pathology. I was invited to become a member of the Faculty of Oral 
Pathology, Royal College of Pathologists Australasia (FFOP(RCPA)). 

The teaching of dental hygiene, dental technology and dental therapy are integrated 
with the teaching of dentistry (dental students) across the Faculty of Dentistry. 

General dentists and dental specialists bring their expertise to these three 
programmes, in addition to staff with discipline specific qualifications. Hence 
students are exposed to a range of academic and clinical teachers. I have contributed 
to the education and training of Alaskan Dental Health Aide Therapists (DHATs) 
through classes in two preclinical papers (DAHP 101 and 102 (see attached)) and 
have chaired both the Board of Studies and Board of Examiners, that meet at least 
twice year. 

The students that have completed the Diploma programme in dental therapy at Otago 
obtain a qualification that enables them to apply for registration to practice in New 
Zealand as a dental therapist. As the DHATs complete the same programme as all 
other students they are competent with clinical techniques and procedures within their 
scope of practice when they qualify. 

I have had the opportunity to read the statement made by the President-Elect of the 
American Dental Association, Dr Robert M. Brandjord, presented to the Committee 
on July 14th. The submission identifies several key issues relating to the problem of 
delivering appropriate oral health care to those residents in the United States where 
there is a demonstrable need. 



644 


In my submission I wish to provide the Senate Committee with a background to the 
dental therapy programme offered at New Zealand’s University of Otago and address, 

a) the argument that attempts to relate the length of an academic programme to its 
quality, 

b) the need to make the distinction between qualification (competence to practice) and 
registration or licensure (ability to practice within a community e.g. country or state 
and assurance of continuing competence), and 

c) the need to recognize the invasive nature of preventable dental diseases and the 
costs to a community that can result from failure to intercept the progression of these 
diseases to involve the whole body and their impact on health. 

Several attachments are included. 

i) Letter from the Dental Council of New Zealand chairman, Dr Brent Stanely 

ii) Scope of Practice for Dental Therapy 

iii) Code of Practice for Dental Therapy 

iv) Dental Hygiene - Dental Therapy Accreditation Protocol 

v) Synopsis of papers offered for the Diploma in Dental Therapy 

vi) Professional degree curricula - Harvard School of Dental Medicine and University 
of Alabama School of Dentistry. 
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Background 

The University of Otago is internationally recognized for the calibre and quality of its 
graduates and research undertaken. Under the New Zealand Education Act 1989, Part 
14, section 162, universities have all of the following characteristics: 

(i) They are primarily concerned with more advanced learning, the principal aim 
being to develop intellectual independence: 

(ii) Their research and teaching are closely interdependent and most of their teaching 
is done by people who are active in advancing knowledge: 

(iii) They meet international standards of research and teaching: 

(iv) They are a repository of knowledge and expertise: 

(v) They accept a role as critic and conscience of society. 

The University of Otago is the only provider of integrated dental education in New 
Zealand and places emphasis on the team approach to the delivery of oral health care 
(dentistry). The oral health team includes dentists, dental specialists in one of twelve 
disciplines, dental hygienists, dental technologists, dental therapists and dental 
assistants. 

The Faculty can meet the requirements of professional education in dentistry as it has 
the experience and also the quality of clinical and preclinical staff to deliver 
appropriate and relevant academic content in a research-based environment. The 
integrated evidence-based programmes we offer are be able to meet the dental/oral 
health needs of various communities in NZ, and also internationally. As part of this 
our academic programmes provide new educational opportunities and clinical services 
for indigenous Maori, and Pacific Island Polynesian communities. 

Graduates in Dentistry from New Zealand can practice throughout the world, although 
many countries require completion of a registration examination. All programmes 
currently offered in the Faculty of Dentistry have been accredited by the Dental 
Council of New Zealand. The review process includes benchmarking with Australia. 

(I understand, from our new Dean, that plans to introduce reciprocal accreditation of 
all undergraduate qualifications in dentistry (including dental therapy) with Australia, 
Canada and the United States of America are in progress.) The Faculty also offers 
programmes in continuing education and postgraduate education, including a 
postgraduate diploma in dental therapy. 

Dental therapists are part of the oral health team in 40 countries throughout the world. 
In New Zealand, dental therapy is a profession that is a continuation of the School 
Dental Service that was introduced nearly 85 years ago. Nationally and internationally 
it has been shown that the dental therapist can provide a safe standard of oral health 
care as an extension to that of a dentist, without the potential complications arising 
from "'irreversible procedures" eluded to in the ADA statement. In New Zealand 
there are about 600 dental therapists who are responsible for the care of 
approximately 850,000 patients (2003), in a population of close to 4 million. Despite 
this, and a workforce of 1700 dentists, the oral health needs of the community are not 
being met. In the absence of dental therapists the level of health, including oral health, 
in the country would be significantly compromised. Dental therapists have been in 
New Zealand for such a long time that there are few published studies addressing 
performance issues. The model has been exported to a wide range of countries 
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including Australia and Great Britain where these oral health professionals (along 
with dental hygienists) are called dental auxiliaries. 

a) the argument that attempts to relate the length of an academic programme to its 
quality, 

Programmes 

The Faculty of Dentistry, at the University of Otago, offers the following 
undergraduate degrees, in addition to a range of postgraduate diplomas and degrees: 

a) Bachelor of Dental Surgery, (BDS) the qualifying degree for dentists and 
encompasses five years of education and training, four years of which are in clinical 
disciplines. (In some countries, including the United States, this qualifying degree is a 
postgraduate programme, hence the reference by the ADA to an “eight-year 
programme” for dentists. The period engaged clinical activities to qualify equivalent 
to a BDS varies internationally, US published programmes are usually of three 
(Harvard School of Dental Medicine) or four years (University of Alabama School of 
Dentistry) duration. (See attached). 

b) Bachelor of Health Sciences (endorsed in dental hygiene or dental therapy), and 

c) Bachelor of Dental Technology. 

ALL degree graduates complete a research project as part of their programme 
requirements, usually undertaken in their final year. 

In addition the Faculty currently offers two-year undergraduate diploma qualifications 
in dental hygiene and dental therapy. These students complete a course of 
comprehensive clinical education and training, but are not expected to demonstrate 
the depth of understanding of the scientific basis of clinical practice as is expected of 
degree students, nor do they complete a research project. The diploma programme for 
dental therapists provides many more hours of clinical experience than that of a 
“typical” dental graduate. (See attached paper schedules). Students are required to 
complete prescribed papers that have a “points” value, in general the number of points 
equates with the number of hours of formal tuition in that paper per week. Formal 
tuition occurs over the academic year (two semesters each of 1 5 weeks duration) and 
their focussed course prepares them to be part of the oral health team, enhancing the 
efficiency and productivity of dentists at the same time as recognising the limitations 
of their scope of clinical practice. The programmes are accredited by the Dental 
Council of New Zealand, an agency independent of the University. The Dental 
Council has responsibility for the registration of all oral health practitioners. The 
statement that “there is no independent verification of the competency for DHATs ” 
dental therapists (p 10) is not true. 

All programmes offered by the University of Otago operate under the Health 
Practitioner’s Competence Assurance Act, (2003) which has patient safety as a prime 
concern and requires registration and continuing professional education of all health 
professionals. 

The submission presented by the ADA has identified papers offered in the diploma 
course, (pi 3) and compared this with what is described as a partial listing that 
“schools must teach The comparison is deliberately misleading as the content of 
each of the six papers listed for the diploma has not been included. (See attached) 
Furthermore no effort appears to have been made to determine competence of dental 
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therapists (in New Zealand or elsewhere in the world) nor the robustness of the 
programme offered at the University of Otago. 


b) the need to make the distinction between qualification (competence to practice) 
and registration or licensure (ability to practice within a community e.g. country or 
state and assurance of continuing competence), 

Registration of Oral Health Professionals 

In 2004 the Health Practitioners’ Competence Assurance Act (2003) came into effect. 
This legislation provides registration and competency requirements for Health 
Professionals, including those in Oral Health. The Act requires oral health 
practitioners to be responsible for their practice, participate in continuing professional 
development and to be able to demonstrate competence within their prescribed Scope 
of Practice. In addition Codes of Practice have also been developed in order to define 
professional relationships. 

The Scope and Code of Practice for dental therapy are attached. (See attachments). 

The legislation in New Zealand currently permits dental therapists to carry out a range 
of procedures on patients from six months of age right through to eighteen years of 
age. Their scope of practice requires compliance with a range of Codes and Acts (e.g. 
Health Information Privacy Code, Health and Disability Commissioner Act 1994, 
NZDTA Code of ethics and codes of practice). Dental therapists have an essential 
understanding of many of the principles that underlie oral health care and clinical 
treatment. Furthermore many of the diagnostic and clinical skills of the dental 
therapist are universal i.e. are not limited by the age of a patient. The scope of practice 
makes provision for the treatment of adult patients, BUT ONLY following the 
completion of additional education and training. It is noteworthy that it has been 
reported that in some communities paediatricians in the United States now receive 
training in the delivery of oral health care (Lewis, et al. 2000, Pediatrics 106; E84). 
Dental therapists are able to provide oral health care, including undertaking 
procedures such as fillings and extractions, along with health promotion and 
education. 

c) the need to recognize the invasive nature of preventable dental diseases and the 
costs to a community that can result from failure to intercept the progression of these 
diseases to involve the whole body and their impact on health. 

Dental Diseases 

Two preventable dental diseases are dental caries and gingivitis/ periodontitis. 

Dental caries may be defined as a localized loss of mineral from the tooth and can 
involve any of the dental tissues, enamel, dentine (dentin) or cementum. Under acidic 
conditions free protons, (hydrogen ions) produced from bacterial metabolism react 
with the mineral and bring about localised dissolution of the mineral. While the 
process is in the early stages and confined to dental enamel, carles is reversible, but 
with time the loss of mineral is such that a "cavity" forms. Prior to a cavity forming 
the process may be reversed by clinical intervention and the integrity of the tooth 
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preserved. For an oral health professional the prevention of “cavity” formation is a 
high priority. 

Once a “cavity” has formed the integrity of the tooth cannot be restored without 
"drilling and filling" removal of the decayed tissue and replacement with a filling 
material. Initially the cavity is small but rapidly increases in size and results in 
destruction of the tooth tissue. Without clinical intervention the carious process will 
involve the dental pulp or the "nerve" of the tooth. PAIN is the principal presenting 
clinical symptom, usually a throbbing pain that is difficult to control with analgesics. 
If not intercepted the progression of dental caries is such that extraction is necessary. 
With pulpal involvement the bacteria can enter the blood stream and spread 
throughout the body in addition to giving rise to localised damage. When a localized 
abscess forms and bursts the dental pain is relieved, to some extent, but as the 
infection persists further tissue damage occurs. This may be localised e.g. 
osteomyelitis, or more generalised e.g. bacteraemia resulting in significant loss of 
health for the individual concerned and requiring expensive and often extensive 
medical intervention and treatment. 

Gingivitis and periodontitis occur due the bacteria in the mouth breaking down the 
junction between the hard tissues of the tooth and the "gums". This junction is 
delicate and somewhat similar to that between a fingernail and the adjacent tissues in 
the region of the "quick", but more vulnerable to damage. Although the bacteria are 
different to those associated with caries, they also can enter the blood stream and the 
adjacent bone once the integrity of the junction has been lost. Loss of the supporting 
tissues also leads to loss of the tooth, usually requiring extraction. 

Early intervention can stop the progress of these two rampant dental diseases. The 
challenge in NZ in the early 1900’s was to find a mechanism by which a at risk group 
of patients, i.e. children, could be seen and their health, in particular their oral health 
status assessed and the diseases process (where present) arrested, usually through 
treatment (placement of fillings, or where necessary the extraction of teeth). A period 
of 6 month recalls was put in place and the health status of the community improved 
dramatically - through the services of the therapists (previously called school dental 
nurses). 

The oral health status of a child can change dramatically over a year, even 6 months. 
Hence for any person or community regular monitoring of oral health status is 
essential. Some ninety years ago, in NZ, the importance of oral health and its 
contribution to general health was recognised and it was realised that there are simply 
not enough dentists to carry out this essential function, hence the introduction of 
dental therapists. In an ideal world, when caries and periodontal disease are controlled 
in a community, the dental therapists (and dental hygienists) would be involved with 
health promotion and education, prophylaxis and the application of topical agents to 
reverse early enamel caries. Regrettably, in New Zealand and in many countries 
throughout the world this state does not exist. Dental caries remains a major health 
problem. Even with comprehensive programmes of education large numbers of the 
population present with dental pain, arising from caries, and require treatment. 

In a press release 24th Feb 2004, the World Health Organization identified that oral 
diseases such as dental caries and periodontitis are a global health problem in both 
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industrialized and developing countries. It was suggested that oral health systems 
need to be oriented to primary health care and prevention. 
( http://www.who.int/mediacentre/news/releases/2004/prl 5/en/ ~) 

It is my opinion that the New Zealand experience has shown that utilization of the 
dental therapists, as part of the oral health team has gone a long way towards reducing 
inequalities in oral health in the community. They work in partnership with the 
dental profession (dentists). As individuals their performance (as with all health 
practitioners in New Zealand, under the Health Practitioners’ Competence Assurance 
Act) is under regular review in order to ensure patient safety. 
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21 July 2005 dcnz 

Dr Tom Kardos 
Department of Oral Sciences 
School of Dentistry 
University of Otago 
P O Box 647 
DUNEDIN 

Dear Tom 

Re: Dental Therapy Practice 

I understand that you have been asked to submit written testimony on the issue of 
dental therapy practice and training to the US Senate Committees of Indian Affairs 
and Health, Education, Labour and Pensions on S.1057 The Indian Health Care 
Improvement Act Amendments of 2005. You have asked for the Dental Council of 
New Zealand’s comments on this issue. 

We would make the following observations: 

■ Dental therapists are an integral and valued part of New Zealand’s public health 
dentistry system providing basic oral health care, including irreversible 
procedures, within the attached well defined scope of practice to children and 
adolescents up to age 18. It is illegal for dental therapists to practise outside their 
registered scope of practice. 

■ Dental therapists can practice independently for the care of children and 
adolescents up to age 18 years. Although the practice of dental therapy does not 
require the physical presence of a dentist, a team approach is in place. To protect 
the health and safety of members of the public a professional relationship must 
exist between dental therapists and dentists for access to clinical advice and 
prescription medicines and to enable dental therapists to take radiographs. This 
consultative professional relationship must be supported by a written professional 
agreement between a dental therapist and dentist/s. Further detail is contained in 
the attached Code of Practice on The Professional Relationships Associated with 
the Practice of Dental Therapy 

« Since 18 September 2004 and the introduction of the Health Practitioners 

Competence Assurance (HPCA) legislation dental therapy has become a regulated 
(licensed) profession falling within the ambit of the Dental Council of New 
Zealand (which is also responsible for regulating the professions of dentistry, 
dental hygiene and dental technology) 

■ There are currently 639 dental therapists, 1701 dentists and dental specialists, 390 
dental hygienists and 338 clinical dental technicians registered and practising in 
New Zealand. 

• The HPCA requires all New Zealand qualifications, which are prescribed for 
registration as a health practitioner to be accredited and monitored. As such the 




Dental Council 


Te Kaunihcra Tiaki 
S'iho o AoEcaroa 


C:\Documents and Settings\nathanb\Local SettingsMemporary Internet Files\OLK1F5\US Senate 
DocumentJuly05.doc 



651 


dental therapy training programmes at the two New Zealand universities which 
provide this training were subjected to a rigorous accreditation process and were 
subsequently approved by the Dental Council as prescribed qualifications for 
dental therapy registration. Details of the accreditation requirements and standards 
(which are joint standards with Australia) are attached. 

■ Currently there are 16 dental therapists registered to provide dental therapy 
services (within the boundaries of the attached dental therapy scope of practice) to 
adults in a team situation with clinical guidance provided by a dentist. Prior to the 
passage of the HPCA these dental therapists were providing care to adults under 
supervision in hospital dental departments and iwi (tribal) settings. To 
accommodate those already working in this area the Dental Council 
‘grandparented’ them into this additional scope of adult dental therapy practice. 
The prescribed qualification for registration in this additional scope of practice is 
now a Dental Council accredited qualification in adult dental therapy care. To date 
no such qualification has been submitted to the Dental Council for accreditation as 
a prescribed qualification. 

■ Applicants for dental therapy registration in New Zealand who hold other than a 
prescribed (accredited) qualification for registration must sit and pass a rigorous 
registration examination process (written examinations of 6 hours and clinical 
examinations over 4 days). 

■ Asa regulated profession high standards of education, continuing professional 
development and accountability apply to dental therapy. Like dentists, dental 
therapists are subject to continuing competency requirements (continuing 
professional development, peer group learning activities and compliance with 
Dental Council Codes of Practice) as well as formal complaints and disciplinary 
processes. Since the Dental Council has assumed responsibility for the regulation 
of dental therapists on 18 September 2004 two complaints from members of the 
public have been received, neither of which reached the threshold for either a 
competence review or disciplinary action. 

In conclusion, dental therapists in this country are well-trained and integral members 
of the dental team and are highly valued by the public. The dental therapy model 
works well in the New Zealand context, within the context of the quality assurance 
and accountability mechanisms described above. For information we would note that 
dental therapists are also used widely in Australia and Trans Tasman legislation 
conveys mutual recognition of registration between Australia and New Zealand. We 
have only commented on the New Zealand situation and would not presume to 
comment on the applicability of this model to other jurisdictions. 


Yours sincerely 



Brent Stanley 
Chair 

DENTAL COUNCIL OF NEW ZEALAND 
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Dental Therapists 








Scope of Gone 


The scope of practice for dental therapists is set out in the documented “Detailed Scope of 
General Dental Therapy Practice” produced and published from time to time by the Dental 
Council of New Zealand. 


Dental therapy practice is a subset of the practice of dentistry, and is commensurate with a 
dental therapist's approved education, training and competence. 

Dental therapists provide oral health assessment, treatment, management and prevention 
services for children and adolescents up to age 18. Disease prevention and oral health 
promotion and maintenance are core activities. 


Dental therapists and dentists have a consultative working relationship, which is documented in 
an agreement between the parties. 



The Dental Council of New Zealand defines the practice of dentistry as the maintenance of 
health through the assessment, diagnosis, management, treatment and prevention of any 
disease, disorder or condition of the orofacial complex and associated structures. 

Dental therapy practice is a subset of the practice of dentistry, and is commensurate with a 
dental therapist's approved education, training and competence. 

Dental therapists and dentists have a consultative working relationship, which is documented in 
an agreement between the parties. 

In collaboration with dentists and other health care professionals, and in partnership with 
individuals, whanau and communities, dental therapists provide oral health assessment, 
treatment, management and prevention services for children and adolescents up to age 18. 
Disease prevention and oral health promotion and maintenance are core activities. 

Dental therapy practice involves: 

• Obtaining medical histories and consulting with other health practitioners as appropriate 

• Examination of oral tissues, diagnosis of dental caries and recognition of abnormalities 

• Preparation of an oral care plan 

• Informed consent procedures 
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• Administration of local anaesthetic using dentoalveolar infiltration, inferior dental nerve 
block and topical local anaesthetic techniques 

• Preparation of cavities and restoration of primary and permanent teeth using direct 
placement of appropriate dental materials. 

• Extraction of primary teeth 

• Pulp capping in primary and permanent teeth 

• Preventive dentistry including cleaning, polishing and scaling (to remove deposits in 
association with gingivitis), fissure sealants, and fluoride applications 

• Oral health education and promotion. 

• Referral as necessary to the appropriate practitioner/agency 

Dental therapy practice includes teaching, research and management given that such roles 
influence clinical practice and public safety. 

Prescribed Qualifications 

• Certificate in Dental Therapy (issued by the Department of Health or a New Zealand 
educational institution) and approved experience in the provision of dental therapy services 
within the scope of dental therapy practice; or 

• Diploma in Dental Therapy (issued by a New Zealand educational institution); or 

• Bachelor of Health Sciences (Endorsement in Dental Therapy), University of Otago; or 

• Bachelor of Health Science (Oral Health), Auckland University of Technology; or 

• Undergraduate dental therapy degree or diploma from an Australian Dental Council 
accredited educational programme; or 


Undergraduate dental therapy degree or diploma, or a undergraduate dental degree; and a 
pass In the DCNZ Dental Therapy Registration Examination. 
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I ADD ITION AL SC OPES OF PRA CTIC E 1^ QE NTAL THERAPY PRACTICE J 


Performing pulpotomies on primary teeth. 

Prescribed Qualifications 

• Certificate in Dental Therapy (issued by the Department of Health or a New Zealand 
educational institution); registration in the Scope of General Dental Therapy practice; 
approved experience in the provision of dental therapy services within the scope of dental 
therapy practice; and evidence of successful completion of the University of Otago training 
module in pulpotomies; or 

• Diploma in Dental Therapy (issued by a New Zealand educational institution); registration in 
the Scope of General Dental Therapy practice and evidence of successful completion of the 
University of Otago training module in pulpotomies; or 

• Diploma in Dental Therapy, University of Otago and registration in the Scope of General 
Dental Therapy practice; or 

• Bachelor of Health Sciences (Endorsement in Dental Therapy), University of Otago and 
registration in the Scope of General Dental Therapy practice; or 

• Bachelor of Health Science (Oral Health), Auckland University of Technology and registration 
in the Scope of General Dental Therapy practice. 



Taking periapical and bitewing radiographs'. 


Prescribed Qualifications 

• Certificate in Dental Therapy (issued by the Department of Health or a New Zealand 
educational institution); registration in the Scope of General Dental Therapy practice; 
approved experience in the provision of dental therapy services within the scope of dental 
therapy practice; and an exemption certificate issued by the New Zealand Medical Radiation 
Technologists Board current as at 18/09/04; or 

• Certificate in Dental Therapy (issued by the Department of Health or a New Zealand 
educational institution); registration in the Scope of General Dental Therapy practice; 
approved experience in the provision of dental therapy services within the scope of dental 
therapy practice and evidence of successful completion of one of the following radiography 
training courses: 

- Radiography for Dental Therapists, Canterbury District Health Board 

- Dental Radiography Training Programme, Auckland Regional Dental Service 


’ The Radiation Protection Act 1965 requires non-licensed persons who take x-rays to do so under the supervision or instructions of a person who 
holds a license under that Act. 




- Dental Radiography Training Module, Waikato District Health Board 

- Dental Radiography Training Module, Otago District Health Board 

- Dental Radiography Course, Hutt Valley District Health Board 

- Dental Radiography Course, Department of Health 

- Dental Radiography Course, Massey 

- Radiography for Dental Therapists, Wellington Polytechnic; or 

• Diploma in Dental Therapy (issued by a New Zealand educational institution); registration in 
the Scope of General Dental Therapy practice and an exemption certificate issued by the 
New Zealand Medical Radiation Technologists Board current as at 18/09/04; or 

• Diploma in Dental Therapy (issued by a New Zealand educational institution); registration in 
the Scope of General Dental Therapy practice and evidence of successful completion of one 
of the following radiography training courses: 

- Radiography for Dental Therapists, Canterbury District Health Board 

- Dental Radiography Training Course, Auckland Regional Dental Service 

- Dental Radiography Training Module, Waikato District Health Board 

- Dental Radiography Training Module, Otago District Health Board 

- Dental Radiography Course, Hutt Valley District Health Board 

- Dental Radiography Course, Department of Health 

- Dental Radiography Course, Massey 

- Radiography for Dental Therapists, Wellington Polytechnic; or 

• Diploma in Dental Therapy, University of Otago and registration in the Scope of General 
Dental Therapy practice; or 

• Bachelor of Health Sciences (Endorsement in Dental Therapy), University of Otago and 
registration in the Scope of General Dental Therapy practice: or 

• Bachelor of Health Science (Oral Health), Auckland University of Technology and registration 
in the Scope of General Dental Therapy practice. 



Taking and interpreting periapical and bitewing radiographs^. 


Prescribed Qualifications 

• Certificate in Dental Therapy (issued by the Department of Health or a New Zealand 
educational institution); registration in the Scope of General Dental Therapy practice; 
approved experience in the provision of dental therapy services within the scope of dental 
therapy practice; evidence of successful completion of a radiography training course or an 
exemption certificate issued by the New Zealand Medical Radiation Technologists Board 
current as at 18/09/04; and approved experience in interpreting periapical and bitewing 
radiographs under the direction and supervision of a dentist who can attest to competency; or 


^ The Radiation Protection Act 1 965 requires nondicensed persrrns who take x-rays to do so under the supervision or instrucdons of a person who 
holds a license under that Act. 
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• Diploma in Dental Therapy (issued by a New Zealand educational institution); registration in 
the Scope of General Dental Therapy practice; evidence of successful completion of a 
radiography training course or an exemption certificate issued by the New Zealand Medical 
Radiation Technologists Board current as at 18/09/04 and approved experience in 
interpreting periapical and bitewing radiographs under the direction and supervision of a 
dentist who can attest to competency; or 

• Diploma in Dental Therapy, University of Otago and registration in the Scope of General 
Dental Therapy practice; or 

• Bachelor of Health Sciences (Endorsement in Dental Therapy), University of Otago) and 
registration in the Scope of General Dental Therapy practice; or 

• Bachelor of Health Science (Oral Health), Auckland University of Technology and registration 
in the Scope of General Dental Therapy practice. 


tel Tihfrai^'Pritstrcl 


Preparing teeth for, and placing stainless steel crowns on primary teeth. 


Prescribed Qualifications 


• Certificate in Dental Therapy (issued by the Department of Health or a New Zealand 
educational institution); registration in the Scope of General Dental Therapy practice; 
approved experience in the provision of dental therapy services within the scope of dental 
therapy practice; and evidence of successful completion of the University of Otago or AUT 
training module in stainless steel crowns; or 

• Diploma in Dental Therapy (issued by a New Zealand educational institution); registration in 
the Scope of General Dental Therapy practice and evidence of successful completion of the 
University of Otago or AUT training module in stainless steel crowns; or 

• Diploma in Dental Therapy, University of Otago and registration in the Scope of General 
Dental Therapy practice; or 

• Bachelor of Health Sciences (Endorsement in Dental Therapy), University of Otago and 
registration in the Scope of General Dental Therapy practice; or 

• Bachelor of Health Science (Oral Health), Auckland University of Technology and registration 
in the Scope of General Dental Therapy practice. 



Providing care to adult patients within the general dental therapy scope of practice (and/or any 

additional scope) in a team situation with clinical guidance^ provided by a practising dentist/s. 

Prescribed Qualifications 

• Certificate in Dental Therapy (Issued by the Department of Health or a New Zealand 
educational institution); registration in the Scope of General Dental Therapy practice and a 
DCNZ accredited qualification in adult dental therapy practice'*; or 

• Diploma in Dental Therapy (issued by a New Zealand educational institution); registration in 
the Scope of General Dental Therapy practice and a DCNZ accredited qualification in adult 
dental therapy practice'*; or 

• Bachelor of Health Sciences (Endorsement in Dental Therapy), University of Otago; 
registration in the Scope of General Dental Therapy practice and a DCNZ accredited 
qualification in adult dental therapy practice'*; or 

• Bachelor of Health Science (Oral Health), Auckland University of Technology; registration in 
the Scope of General Dental Therapy practice and a DCNZ accredited qualification in adult 
dental therapy*. 

For applications received before 19/9/04 

• Certificate in Dental Therapy (issued by the Department of Health or a New Zealand 
educational institution); registration in the Scope of General Dental Therapy practice and 
approved experience in the provision of oral healthcare to adults under the direction and 
supervision of a dentist, who can attest to competency; or 

• Diploma in Dental Therapy (issued by a New Zealand educational institution); registration in 
the Scope of General Dental Therapy practice and approved experience in the provision of 
oral healthcare to adults under the direction and supervision of a dentist, who can attest to 
competency; or 

• Bachelor of Health Sciences (Endorsement in Dental Therapy), University of Otago; 
registration in the Scope of General Dental Therapy practice and approved experience in the 
provision of oral healthcare to adults under direction and supervision of a dentist, who can 
attest to competency; or 

• Bachelor of Health Science (Oral Health), Auckland University of Technology; registration in 
the Scope of General Dental Therapy practice and approved experience in the provision of 
oral healthcare to adults under the direction and supervision of a dentist, who can attest to 
competency. 


^ Clinical guidance means the professional support and assistance provided to a dental therapist by a practising dentist or dental specialist as part 
of the provision of overall integrated care to the adult pabent group. Dental therapists and dentists/specialists normally work from the same 
premises providing a team approach. Clinical guidance may be provided at a distance but appropriate access must be available to ensure that the 
dentist or specialist is able to provide guidance and advice, when required and maintain general oversight of the clinical care outcomes of the 
adult patient group. 

' Currently no training programmes have been accredited. 
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Code of Practice 

The Professional Relationships Associated 
with the Practice of Dental Therapy 


DCNZ 



Dental Council 

of New Zealand 

Te Kaunihera Tiaki 
Niho n Aotearoa 


Approved by DCNZ August 2004 


1 Introduction 

The Dental Council of New Zealand defines the practice of dentistry as the maintenance of health through the 
assessment, diagnosis, management, treatment and prevention of any disease, disorder or condition of the 
orofacial complex and associated structures. 

Dental therapy practice is a subset of the practice of dentistry, and is commensurate with a dental therapist's 
approved education, training and competence. The scope of practice of dental therapy is described by the 
Dental Council of New Zealand pursuant to s11 of the Health Practitioners Competence Assurance Act (2003) 
and is included in this code of practice in Appendix 1 . 

This code of practice aims to protect the health and safety of members of the public by describing the 
professional relationship that must exist between dental therapists and dentists in the practice of dental therapy 
in New Zealand. 


2 Practice of dental therapy for children and adolescents up to age 1 8 years 

Dental therapists can practice independently for the care of children and adolescents up to age 1 8 years within 
the scopes of practice described for dental therapy. The practice of dental therapy does not require the 
physical presence of a dentist or other health practitioner. 

Dental therapists and dentists have a consultative working relationship that is supported by a written 
professional agreement between a dental therapist and a dentist or dentists. 

2.1 Responsibility of dental therapists 

Dental therapists assess, plan and provide dental care within the boundaries of their education, training and 
competence. They are responsible for ensuring the patient and caregiver is provided with access to sufficient 
information to make an informed choice about treatment and to provide informed consent. Decisions and 
actions taken independently by dental therapists are their personal responsibility. Accountability for the 
standard of decisions and care undertaken independently remains with the dental therapist. 

2. 1. 1 Timely advice 

Dental therapists are responsible for seeking additional professional advice when the assessment, planning or 
provision of dental care extends beyond their knowledge or skills. Dental therapists have a duty of care to 
recognise the need to seek additional professional advice and to seek advice in a timely manner. 

The primary source of additional professional advice will be the dentist/s with whom each dental therapist has a 
professional agreement. However, this relationship does not preclude dental therapists frorn seeking additional 
professional advice from other health practitioners where appropriate or necessary, Dental therapists must 
ensure they keep accurate records of the advice sought and obtained. 

It is not possible or appropriate to describe an exhaustive list of situations that will require dental therapists to 
seek timeiy advice from a dentist. However, examples may include: 

1 . Interpretation of medical histories, including cardiac malformations and decisions regarding the need for 
antibiotic prophylaxis, histories of bleeding disorders, or the presence of medical conditions that may 
lead to immunosuppression. 

2. Information or clinical support to assist in the assessment or management of unusual disease activity or 
presentations. Timely advice may include treatment options outside of the scope of practice of dentai 
therapy to assist in the provision of informed consent, information about preventive therapies to control 
disease, or clinical guidance with care planning when extensive restorative care and/or extractions may 
be required 


I 
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3. Information to assist in the management of patients with disabilities including information about the 
disability and its implications for dental care or patient management. 

4. Information to assist in the management of active dental disease including putpal pathology or 
periodontal disease. 

5. Interpretation of dental radiographs. 

6. Information to assist in the assessment and management of dental anomalies, missing teeth, 
supernumerary teeth or developing malocclusions. 

While dental therapy education and training equips dental therapists to identify these circumstances, decisions 
regarding appropriate patient management may require additional advice from a dentist, and may require 
further information to be sought from other healtii practitioners. 

Dental therapists must ensure that they have discussed their practice with the dentist/s from whom they will 
seek professional support and advice, and dental therapists and dentists entering into a professional agreement 
must ensure that their professional opinions and standards are consistent. 

2.1.2 Referral 

Dental therapists must refer patients requiring care beyond their scope of practice, and patients unable to be 
managed within their practice, to a dentist or to another health practitioner. It is the responsibility of the dental 
therapist to recognise the need to refer a patient's care and to ensure that the referral is appropriately 
documented. The dental therapist must ensure that the patient and/or their guardian are aware of the need to 
seek additional care from a dentist, dental specialist or other health practitioner. 

Referral of patient care does not have to be made to the dentist/s with whom the dental therapist has a 
professional agreement. Dental therapists and dentists must remain aware of the requirements of the HDC 
Code of Health and Disability Services Consumers' Rights Regulation 1996, and in particular Right 7 (8), which 
provides for patients to express a preference as to who will provide services and to have that preference met 
where practicable. 

However, the professional agreement must document an understanding of the management of referrals by the 
dental therapist. 

2.2 Responsibility of dentists 

Dentists providing professional advice to dental therapists through a formal professional agreement must be 
prepared to work collegially and collaboratively in the provision of patient care and be able to provide dental 
therapists with timely and accurate advice appropriate to the practising environment. 

Other dentists providing professional advice, information or opinions have a duty of care to ensure that the 
advice is accurate and appropriate. Dentists will be responsible for the advice and information they provide. 

The dental therapist and the dentist may hold joint accountability for the standard of decisions and care 
undertaken by a dental therapist after seeking professional advice about the assessment, planning and/or 
provision of dental care for individual patients or groups of patients. 

2.2.1 Knowledge and skills appropriate to the clinical environment 

Dentists providing professional advice to Individual dental therapists, or groups of dental therapists in small 
practice environments such as private practice, iwi or community health settings must ensure they have an 
appropriate understanding of the knowledge, skills and experience of the dental therapists with whom they are 
working and of the practice of dental therapy in a practice-based environment. 

Dentists providing professional advice to large groups of dental therapists in a public health environment, such 
as the school dental service, must have sufficient skill and experience to be able to provide timely and accurate 
advice appropriate to the environment of a public health programme. This skill and experience should include 
knowledge of the principles of public health, the practice of paediatric dentistry, and the practice of dental 
therapy within a community-based programme. 

Dentists must be familiar with the scopes of practice for dental therapy, relevant codes of practice and 
particularly the requirements of this code of practice. 


2 
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2.2.2 Timely advice 

Dentists providing professional advice should be available to speak to the dental therapist seeking advice on 
the same working day as the advice is sought. Collective professional support, provided by a group of dentists, 
should ensure that continuous professional support remains available throughout periods of absence of one or 
more of the dentists. If this is not possible, arrangements must be made to cover periods of absence with 
another dentist and this arrangement must be agreed wrth the dental therapist. Dentists providing professional 
support individually must make arrangements to cover periods of absence with another dentist and agree this 
arrangement with the dental therapist. Dentists must ensure they keep accurate records of the advice given. 


2.2.3 General dentists and dental specialists 

Dentists can provide professional support individually or collectively and both general dentists and dental 
specialists can provide professional support to dental therapists through a written professional agreement. 
Dental therapists engaged in general dental therapy practice will require professional support from a dentist or 
dentists that are competent in the full scope of general dentistry. 

Dental specialists may be registered either in general dentistry and dental specialty scopes of practice, or in the 
scope of practice of their dental specialty only. Dental specialists must only provide professional support within 
their own scope(s) of practice. 

For example an orthodontist registered in the scope of practice of orthodontics, but not general dentistry, could 
not provide a professional agreement to cover the full scope of practice of a dental therapist. The dental 
therapist would require an additional dentist or dental specialist registered in the general dentistry scope of 
practice to be a party to the professional agreement. 


3 Adult dental care 

Dental therapists undertaking dental care for adult patients (all patients aged 18 years and over) must be 
registered with the Dental Council of New Zealand for the scope of practice adult dental care in dental therapy 
practice. The requirements for registration in this scope of practice are outlined in this code of practice in 
Appendix 1 . This scope of practice is additional to and separate from the scope of practice for general dental 
therapy practice, 

Dental therapists participating in adult patient care must do so in a team situation with clinical guidance 
provided by a practising dentist/s. Clinical guidance means the professional support and assistance provided to 
a dental therapist by a practising dentist or dental specialist as part of the provision of overall integrated care to 
the adult patient group. Dental therapists undertaking adult dental care must document a professional 
agreement with the dentist/s providing clinical guidance and general oversight of the clinical care outcomes of 
the adult patient group. 

While dental therapists and dentists engaged In a team approach to the provision of dental care for adults 
normally work from the same premises, the practice of dental therapy does not require the physical presence a 
dentist or other health practitioner. Clinical guidance may be provided at a distance, but appropriate access 
must be available to ensure that a dentist is able to provide guidance, timely advice, and to maintain general 
oversight of the clinical care outcomes of the adult patient group. 

Oversight is defined within the Health Practitioners Competence Assurance Act 2003 as professional support 
provided to a health practitioner by a professional peer for the purposes of professional development. In the 
context of adult dental care in dental therapy practice, a registered dentist must provide general oversight of the 
dental therapist’s practice. 

Dental therapists with an adult scope of practice may take responsibility for tasks within the assessment, 
planning or treatment of adult patients, provided those tasks remain within the education, training and 
competence of a dental therapist and within the general dental therapy scope of practice and /or additional 
scopes. 

Dental therapist responsibility for adult dental care will vary depending upon the practising circumstances of the 
dentist/s and dental therapist, and the patient group under care. In circumstances where the dentist and dental 
therapist practice from the same physical location and are frequently practising together the dentist may 
undertake the assessment and planning of care, and delegate specific items of care to be managed by the 
dental therapist. 


,3 
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Alternatively, vjhen a dental therapist undertakes examinations for patients between periodic assessments by a 
dentist, or when a dental therapist undertakes care for adult patients in a community-based clinic that is remote 
from the dentist, the dental therapist may take re^cxisibility for the assessment and planning of care within the 
education, training and competence of the dental therapist, and for the provision of items of care within the 
scopes of practice of dental therapy. An arrangement of this nature would require that all conditions outside the 
education, training and competence of the dental therapist are referred for assessment, and if necessary 
management, by a dentist. 

Delegations of responsibility may be made in the professional agreement or delegations may be made in a 
specific context for the care of individual patients. However, the delegations of responsibility must be 
documented either through the professional agreement or through the patient’s dental notes and written care 
plan. The patient's dental records must clearly identify which practitioner{s) is responsible for the differing 
aspects of care within a care plan. 

For example, the professional agreement may state that the dentist/s delegate responsibility for the assessment 
and planning of care and for undertaking clinical procedures within the education, training and competence of 
the dental therapist and the scope/s of practice of dental therapy. In another circumstance all delegations may 
be made through the clinical notes with specific items of care witiiin the scope/s of practice of dental therapy 
delegated to the dental therapist. 

The dental therapist and dentist/s may hold joint accountability for the standard of decisions and care 
undertaken in adult dental care provided through a team relationship. If responsibility for the assessment and 
planning of care is delegated, the dentlst/s must be satisfied that the dental therapist has appropriate 
knowledge and skill to act appropriately on the information, and the dentist must have systems in place to 
monitor the clinical care outcomes of the adult patient group. 

The responsibility for the outcomes of clinical care provided to adult patients remains with the dentist/s providing 
clinical guidance and maintaining general oversight of the clinical care outcomes of the adult patient group. 

Dental therapists, dentists and organisations considering arrangements to manage the care of adult patients 
with a team approach utilising dental therapists and dentists are encouraged to consult with the Dental Council 
of New Zealand to establish the appropriateness of the clinical arrangements prior to commencing clinical 
practice. 


4 Scopes of Practice including Radiography in Dental Therapy Practice or 
Diagnostic Radiography in Dental Therapy Practice 
Dental therapists cannot be licensed to take x-rays under the Radiation Protection Act (1965) and dental x-ray 
machines must be owned and under the safe care of a licensed person. Only a registered dentist may be 
granted a licence for dental diagnosis under the Act. 

It is therefore legally necessary for all dental therapists whose scopes of practice includes radiography in dental 
therapy practice or diagnostic radiography in dental therapy practice to work under the supervision or 
instructions of a registered dentist for this aspect of their practice. 

The dentist must be named in the dental therapist’s professional agreement and the agreement must clearly 
document that the dental therapist is undertaking dental radiography under the supervision or instructions of the 
dentist. Where a professional agreement names multiple dentists for professional advice, a single dentist must 
be clearly identified with the responsibility for dental radiography. 

Dental therapists practising with the scope of practice radiography in dental therapy practice will require a 
dentist, or a dental therapist with the scope of practice diagnostic radiography in dental therapy practice, to read 
the radiographs and provide a report. Dentists or dental therapists who read or audit films have a responsibility 
to provide reports in a written format and In a timely manner suc^ that the provision of timely care to patients is 
not compromised. 

It should be noted that the scopes of practice for dental radiography in dental therapy practice are limited to 
periapical and bitewing radiography. Dental radiography in dental therapy practice cannot be extended to wider 
dental radiography through a professional agreement. 
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5 Access to prescription items 

Only medical practitioners, dentists, midwives and designated prescribers are permitted to prescribe medicines 
to people. 

Some specific exclusions to the definition of a medicine are made in the Medicines Regulations, and are of 
relevance to dentistry and the practice of dental therapy. These exclusions include substances used to fill 
dental cavities and substances declared by the regulations not to be a medicine for the purposes of the 
Medicines Act 1981. A small number of substances that in most other circumstances are prescription 
medicines, are excluded from this status by the Medicines Regulations 1984 when used by a dental therapist. 
Appendix 2 describes the status of some substances commonly used in the practice of dental therapy. 

Dentists are permitted under the Medicines Regulations 1984 to prescribe, administer and/or supply 
prescription medicines for patients under their care. Dentists are also permitted under the Medicines (Standing 
Order) Regulations 2002 to issue a standing order (written instruction) for the administration or supply of 
prescription medicines or controlled drugs to patients by people engaged in the delivery of health services 
without a prescription. A standing order does not enable prescribing by other people engaged in the delivery of 
health services, just the direct administration or supply of the medicines. 

Dental therapy practice includes the administration of local anaesthetics and the application of topical fluorides 
for the prevention of dental caries. The clinical procedures undertaken as part of dental therapy practice may 
also require the administration of prescription medicines to tiieir patients prior to, or following clinical 
procedures. A common example is antibiotic prophylaxis for patients with at risk cardiac anomalies. 

Controlled drugs are not administered or supplied by dental therapists as part of the practice of dental therapy. 

It is the responsibility of dental therapists to ensure that patients under their care have access to appropriate 
medicines for the safe provision of dental care. 

Despite the exemption of some medicines in common usage in dental therapy practice from the list of 
prescription medicines (Appendix 2), it will still be necessary for a dental therapist to have a formal relationship 
with a dentist for the purchase of medicines, and to enable the administration or supply of. any substance that is 
not exempted. 

It is essential that a dental therapist's professional agreement provides an agreed process for the purchase and 
supply of prescription medicines that will be administered directly to patients. This may be achieved in two 
different ways. 

1 A standing order is issued that covers a group of dental therapists that are employed by. under the 
managerial control of. or employed within an environment where a dentist is authorised to issue a 
standing order by a group of practitioners or a group of people permitted to supply or administer a 
medicine under a standing order. 

2 An individual dental therapist’s professional agreement establishes a standing order for the 
administration and supply of prescription medicines under the authority of a dentist who is the dental, 
therapist’s employer, exercising managerial control of the dental therapist or employed within an 
environment where a dentist is authorised to issue a standing order by a group of practitioners or a 
group of people permitted to supply or administer a medicine under a standing order and is a signatory 
to the professional agreement. Where a professional agreement names multiple dentists for 
professional advice, a single dentist must be clearly identified with the responsibility for the standing 
order. 

It is the responsibility of dentists entering Into professional agreements with dental therapists to ensure that 
medicines supplied to dental therapists for administration or supply to patients are the subject of an appropriate 
standing order and that the medicines are being administered and/or supplied in a safe and effective manner 
and appropriately documented. 

The medicines allowed to be administered and/or supplied directly to patients under a dentist’s standing order 
must be clearly specified and along with the circumstances In which these medicines may be supplied 
Information on standing orders can be downloaded from Ministry of Health website www.moh.govt.nz (use the 
search facility to locate the document “Guidelines for the Development and Operation of Standing Orders”) . 
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5.1 Prescribed medicines 

Patients managed by dental therapists must have access to appropriate prescriptions for medicines dispensed 
on prescription that are required to be taken in conjunction with the practice of dental therapy. 

Dental therapists and dentists who are party to professional agreements must ensure a clear process for patient 
access to appropriate prescriptions. A dentist who is a signatory to the professional agreement may not always 
provide prescriptions, it may be more appropriate for the prescription to be provided by another practitioner 
(doctor or dentist) who is more directly involved in the clinical care of the patient, given that safe prescribing 
practice requires an understanding of the patient’s history and clinical presentation. 

However, if a prescription is to be sought from a practitioner other than a signatory to the professional 
agreement, the dental therapist must have sufficient information and knowledge to assess its appropriateness. 
A dental therapist must seek the advice of a dentist who is signatory to his/her professional agreement if in 
doubt. 

Antibiotics for prophylaxis against infective endocarditis are a particular example of prescription medicines that 
will be required in conjunction with dental therapy practice, it Is particularly important to ensure the accuracy 
and appropriateness of antibiotics prescribed for the prophylaxis of infective endocarditis. Practitioners outside 
of the dental professions frequently do not appreciate the specific nature of the recommended medicines, 
dosages and timing. A dental therapist relying upon a practitioner who is not a signatory to the professional 
agreement to provide antibiotic prophylaxis accepts responsibility for the correct antibiotic regimen being 
provided for the dental care and for providing dental care with appropriate antibiotic cover. 

The current standard of care for the prevention of infective endocarditis associated with dental treatment is 
described in Technical Report No 76 published in July 1 999 by the National Heart Foundation of New Zealand. 

The publication is titled; 

Prevention of infective endocarditis associated with dental treatment and other medical interventions. Ellis- 
Pegler RB et al. National Heart Foundation of New Zealand; Auckland, July 1 999. 

This publication can be downloaded from the New Zealand National Heart Foundation website 
www.heartfoundation.org.n 2 
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6 Documented professional agreement 

Every dental therapist must have a written professional agreement with a dentist or dentists who will be the 
primary source of timely professional advice and access to prescription medicines. The professional agreement 
will also document responsibility for dental radiography practice and arrangements for adult dental care when a 
dental therapist’s practice Includes these scopes of practice. 

A professional agreement is individual to a dental therapist. Groups of dental therapists cannot be covered by a 
collective professional agreement. 

The professional agreement must be contained In a written agreement that clearly describes; 

1 . The purpose of the professional agreement. 

2. The name of the dental therapist. 

3. The name/s of the dentist/s who will provide professional support and advice to the dental therapist 
under the terms of the professional agreement and the Dental Council of New Zealand’s Code of 
Practice - The Practice of Dental Therapy. 

4. The scope or scopes of practice that the dental therapist is registered to practice with the Dental 
Council of New Zealand. 

5. Any limitation of the dental therapist’s competencies within the scopes of practice 

6. The responsibility of the dental therapist to seek timely professional advice 

7. The responsibility of the dentist/s to provide timely advice including how the dentist/s can be contacted 
and alternative arrangements 

8. The management of patients requiring referral beyond the dental therapist's scope of practice 

9. Access to prescribed medicines for the practice of dental therapy 

10. The need for the dental therapist and at! dentists named In the agreement to maintain a current Annual 
Practising Certificate with the Dental Council of New Zealand and a requirement for any party to notify 
the others if at any time an Annual Practising Certificate is declined or amended in a manner that would 
materially affect the agreement. 

For dental therapists registered with the scope of practice radiography in dental therapy practice or 

diagnostic radiography in dental therapy practice: 

11 . An individual dentist that will provide supervision or instruction for the practice of radiography 

For dental therapists registered with the scope of practice adult care in dental therapy practice 

12. The name of the dentist/s providing clinical guidance and general oversight of the clinical care 
outcomes of the adult patient group 

13. The delegations of responsibility for adult patient care 


Appendix 3 contains sample written agreements. 
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APPENDIX 1 


Appendix 1 

Scope of Practice for General Dental Therapy Practice 
Description 

The Dental Council of New Zealand defines the practice of dentistry as the maintenance of health through the 
assessment, diagnosis, management, treatment and prevention of any disease, disorder or condition of the 
orofacial complex and associated structures. 

Dental therapy practice Is a subset of the practice of dentistry, and is commensurate with a dental therapist’s 
approved education, training and competence. 

Dental therapists and dentists have a consultative working relationship, which is documented in an agreement 
between the parties. 

In collaboration with dentists and other health care professionals, and in partnership with individuals, whanau 
and communities, dental therapists provide oral health assessment, treatment, management and prevention 
services for children and adolescents up to age 18. Disease prevention and oral health promotion and 
maintenance are core activities. 

Dental therapy practice involves; 

• Obtaining medical histories and consulting with other health practitioners as appropriate 

• Examination of oral tissues, diagnosis of dental caries and recognition of abnormalities 

• Preparation of an oral care plan 

• informed consent procedures 

• Administration of local anaesthetic using dentoalveolar infiltration, inferior dental nerve block and topical 
local anaesthetic techniques 

• Preparation of cavities and restoration of primary and permanent teeth using direct placement of 
appropriate dental materials. 

• Extraction of primary teeth 

• Pulp capping in primary and permanent teeth 

• Preventive dentistry including cleaning, polishing and scaling (to remove deposits in association with 
gingivitis), fissure sealants, and fluoride applications 

• Oral health education and promotion. 

• Referral as necessary to the appropriate practitioner/agency 

Dental therapy practice includes teaching, research and management given that such rotes influence clinical 
practice and public safety, 

Qualifications 

• Certificate in Dental Therapy (issued by the Department of Health) and approved experience in the 
provision of dental therapy services within the scope of dental therapy practice; or 

• Diploma in Dental Therapy (issued by a New Zealand educational institution) ; or 

• Bachelor of Health Sciences (Endorsement in Dental Therapy), University of Otago; or 

• Bachelor of Health Sciences (Dental Therapy), AUT; or 

• Undergraduate dental therapy degree or diploma from an Australian Dental Council accredited educational 
programme: or 

• A pass in the DCNZ Dental Therapy Registration Examination 
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APPENDIX 1 

Additional Scopes of Dental Therapy Practice 

Scope for Pulpotomies in Dental Therapy Practice 

Description 

Performing pulpotomies on primary teeth 

Qualifications 

• Certificate in Dental Therapy (issued by the Department of Health); registration in the Scope of General 
Dental Therapy practice; approved experience in the provision of dental therapy services within the scope 
of dental therapy practice; and evidence of successful completion of the University of Otago training module 
in pulpotomies; or 

• Diploma in Dental Therapy (issued by a New Zealand educational institution); registration in the Scope of 
General Dental Therapy practice; and evidence of successftjl completion of the University of Otago training 
module in pulpotomies; or 

• Diploma in Dental Therapy, University of Otago and registration in the Scope of General Dental Therapy 
practice; or 

• Bachelor of Health Sciences (Endorsement in Dental Therapy), University of Otago and registration in the 
Scope of General Dental Therapy practice; or 

• Bachelor of Health Sciences (Dental Therapy). AUT and registration in the Scope of General Dental 
Therapy practice 

Scope for Radiography in Dental Therapy Practice 

Description 

Taking periapical and bitewing radiographs’ 

Qualifications 

• Certificate in Dental Therapy (issued by the Department of Health); registration in the Scope of General 
Dental Therapy practice; approved experience in the provision of dental therapy services within the scope 
of dental therapy practice; and an exemption certificate issued by the New Zealand Medical Radiation 
Technologists Board current as at 18/09/04; or 

• Certificate in Dental Therapy (issued by the Department of Health): registration in the Scope of General 
Dental Therapy practice; approved experience in the provision of dental therapy services within the scope 
of dental therapy practice and evidence of successful completion of one of the following radiography 
training courses; 

- Radiography for Dental Therapists, Canterbury District Health Board 

Dental Radiography Training Programme. Auckland Regional Dental Service 
Dental Radiography Training Module. Waikato District Health Board 
Dental Radiography Course, Hutt Valley District Health Board 
Radiography for Dental Therapists. Department of Health; or 

• Diploma in Dental Therapy (issued by a New Zealand educational institution); registration in the Scope of 
General Dental Therapy practice; and an exemption certificate issued by the New Zealand Medical 
Radiation Technologists Board current as at 18/09/04; or 

• Diploma in Dental Therapy (issued by a New Zealand educational institution): registration in the Scope of 
General Dental Therapy practice and evidence of successful completion of one of the following radiography 
training courses: 

Radiography for Dental Therapists. Canterbury District Health Board 
Dental Radiography Training Programme, Auckland Regional Dental Service 
Dental Radiography Training Module, Waikato District Health Board 
Dental Radiography Course, Hutt Valley District Health Board 
Radiography for Dental Therapists. Department of Health; or 

• Diploma in Dental Therapy, University of Otago and registration in the Scope of General Dental Therapy 
practice; or 

• Bachelor of Health Sciences (Endorsement in Dental Therapy). University of Otago) and registration in the 
Scope of Genera! Dental Therapy practice ; or 

• Bachelor of Health Sciences (Dental Therapy), AUT and registration in the Scope of General Dental 
Therapy practice 


' The Radiation Protection Act 1 965 requires non-licensed persons who take x-rays to do so under the supervision or 
instructions of a person who holds a license under that Act 
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APPENDIX 1 

Scope for Diagnostic Radiography in Dental Therapy Practice 

Description 

Taking and interpreting periapical and bitewing radiographs ^ 

Qualifications 

• Certificate in Dental Therapy (issued by the Department of Health); registration in the Scope of General 
Dental Therapy practice; approved experience in the provision of dental therapy services within the scope 
of dental therapy practice; evidence of successful completion of a radiography training course or an 
exemption certificate issued by the New Zealand Medical Radiation Technologists Board current as at 
18/09/04; and approved experience in interpreting periapical and bitewing radiographs under the direction 
and supervision of a dentist who can attest to competency: or 

• Diploma in Dental Therapy (issued by a New Zealand educational institution); registration in the Scope of 
Genera! Dental Therapy practice; evidence of successful completion of a radiography training course or an 
exemption certificate issued by the New Zealand Medical Radiation Technologists Board current as at 
18/09/04; and approved experience in interpreting periapical and bitewing radiographs under the direction 
and supervision of a dentist who can attest to competency; or 

• Diploma in Dental Therapy, University of Otago and registration in the Scope of General Dental Therapy 
practice; or 

• Bachelor of Health Sciences (Endorsement in Dental Therapy), University of Otago and registration in the 
Scope of Genera! Dental Therapy practice ; or 

• Bachelor of Health Sciences (Dental Therapy), AUT and registration in the Scope of General Dental 
Therapy practice 

Scope for Stainless Steel Crowns in Dental Therapy Practice 

Description 

Preparing teeth for, and placing stainless steel crowns on primary teeth 

Qualifications 

• Certificate in Dental Therapy (issued by the Department of Health): registration in the Scope of General 
Dental Therapy practice; approved experience in the provision of dental therapy services within the scope 
of dental therapy practice; and; and evidence of successftjl completion of the University of Otago training 
module in stainless steel crowns: or 

• Diploma in Dental Therapy (issued by a New Zealand educational institution); registration in the Scope of 
General Dental Therapy practice and evidence of successful completion of the University of Otago training 
module in stainless steel crowns; or 

• Diploma in Dental Therapy, University of Otago and registration in the Scope of General Dental Therapy 
practice; or 

• Bachelor of Health Sciences (Endorsement In Dental Therapy), University of Otago and registration in the 
Scope of General Dental Therapy practice; or 

• Bachelor of Health Sciences (Dental Therapy). AUT and registration in the Scope of Genera! Dental 
Therapy practice 


^ The Radiation Protection Act 1965 requires non-ltcensed persons who take x-rays to do so under the supervision or 
instructions of a person who holds a license under that Act. 


10 



668 


APPENDIX 1 

Scope for Aduit Care in Dental Therapy Practice 
Description 

Providing care to adult patients within the general dental therapy scope of practice (and /or any additional 
scope) in a team situation with clinical guidance^ provided by a practising dentist/s. 

Qualifications 

• Certificate in Dental Therapy (issued by the Department of Health); registration in the Scope of General 
Dental Therapy practice and approved experience in the provision of oral healthcare to adults under the 
direction and supervision of a dentist, who can attest to competency: or 

• Diploma in Dental Therapy (issued by a New Zealand educational institution); registration in the Scope of 
General Dental Therapy practice and approved experience In the provision of oral healthcare to adults 
under the direction and supervision of a dentist, who can attest to competency; or 

• Bachelor of Health Sciences (Endorsement in Dental Therapy), University of Otago; registration in the 
Scope of General Dental Therapy practice and approved experience in the provision of oral healthcare to 
adults under direction and supervision of a dentist, who can attest to competency; or 

• Bachelor of Health Sciences (Dental Therapy), AUT; registration in the Scope of General Dental Therapy 
practice and approved experience in the provision of oral healthcare to adults under the direction and 
supervision of a dentist, who can attest to competency. 

The prescribed qualifications above will be withdrawn as at 19 September 2004. Thereafter the prescribed 
qualification for registration in the additional dental therapy scope of adult care will be an accredited qualification 
in adult dental therapy practice, issued by a New Zealand educational institution. 


® Clinical guidance means the professional support and assistance provided to a dental therapist by a practising dentist or 
dental specialist as part of the provision of overall integrated care to the adult patient group. Dental therapists and 
dentists/specialists normally work from the same premises providing a team approach. Clinical guidance may be provided at 
a distance but appropriate access must be available to ensure that the dentist or specialist is able to provide guidance and 
advice, when required and maintain general oversight of the clinical care outcomes of the adult patient group. 


M 
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APPENDIX 2 


Appendix 2 

Prescription medicine exclusions 

Some specific exclusions to the definition of a medicine are made, and are of relevance to dentistry and the 
practice of dental therapy. These exclusions include substances used to fill dental cavities and substances 
declared by the regulations not to be a medicine for the purposes of the Medicines Act 1 981 . 

Not ail substances that appear to be prescription medicines and involved in the practice of dental therapy are in 
fact prescription medicines when used by a dental therapist, as defined by the Medicines Regulations 1984. 
This Appendix describes the status of some substances commonly used in the practice of dental therapy. 

Of particular note are: 

Lignocaine 

Lignocaine for injection is a prescription medicine except when used as a local anaesthetic in practice by a 
registered nurse or podiatrist or by a dental therapist. 

PrUocaine 

Priiocaine for injection is a prescription medicine except when used as a local anaesthetic in practice by a 
dental therapist. 

Felypressin 

Felypressin in the vasoconstrictor most commonly used with priiocaine in Citanest local anaesthetic. 
Felypressin is a prescription medicine except when used as a local anaesthetic in practice by a registered 
dental therapist. 

Note no other commonly used local anaesthetics have exemptions from being a prescription medicine when 
used in practice by a registered dental therapist. 

Fluorides 

Fluorides are prescription medicines when present in medicines for externa! use other than pastes, gels or 
powders for cleaning the teeth that contain more than 2.5% of elemental fluorine except when used in practice 
by a registered dental therapist. 

Duraphat varnish contains 5% sodium fluoride [50mg/ml], and 2.26% elemental fluoride. 

Adrenaline 

Adrenaline is a prescription medicine in medicines containing more than 1% and adrenaline is a restricted 
medicine in medicines containing 1% or less and more than 0.02%. 

Adrenaline as a vasoconstrictor in local anaesthetics is usually at a concentration of 1:80,000 (0.00125%) or 
1 : 100,000 ( 0 . 001 %). 

Adrenaline contained in recommended medical emergency kits is at 1:1000 (0.1%) and is therefore a restricted 
medicine 
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APPENDIX 3 


Professional Agreement between 
a Dental Therapist and Dentist/s 
for the Practice of Dental Therapy in New Zealand 


Purpose of the professional relationship 

This is an agreement outlining the professional relationship between an individual dental therapist and a dentist 
or dentists. 

The parties understand that dental therapy practice is a subset of the practice of dentistry that is defined by the 
scopes of practice and Code of Practice * The Practice of Dental Therapy approved by the Dental Council of 
New Zealand. 

Dental therapists and dentists have a consultative working relationship that is supported by a written 
professional agreement. 

The parties to this agreement understand that a professional agreement is a requirement of the Dental Council 
of New Zealand Code of Practice ■■ The Practice of Dental Therapy and that their responsibilities and potential 
liabilities arising from the professional relationship outlined by this agreement are detailed in the Dental Council 
of New Zealand Code of Practice - The Practice of Dental Therapy, The agreement may be subsequently 
amended where necessary and appropriate. 


This agreement is made between 


(name of the dental therapist) 


registered with the Dental Council of New Zealand 

and 


Dr 


(name of the dentist/ dental specialist) 


Dr 


(name of the dentist/ dental specialist) 


Dr 


(name of the dentist/ dental specialist) 


Dr 


(name of the dentist/ dental specialist) 


dentist/s or dental specialists registered with the Dental Council of New Zealand. 
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Definition of ternis 

Dental therapists, dentists and dental specialists are ail health practitioners registered with the Dental Council of 
New Zealand. 

Scope of Practice is defined by the Health Practitioners Competence Assurance Act 2003 and 

(a) means any health service that forms part of a health profession and that for the time being described 

under section 1 1 ; and 

(b) in relation to a health practitioner of that profession means 1 or more of such health services that the 

practitioner is, under an authorisation granted under section 21 , permitted to perform, subject to any 
conditions for the time being imposed by the responsible authority. 


Scopes of practice 


I am a dental therapist 

(name of the dental therapist) 

registered with the Dental Council of New Zealand for the practice of general dental therapy. 

I am also registered with the following additional scopes of practice (tick appropriate boxes) 

D Puipotomies in dental therapy practice 

d Radiography in dental therapy practice OR EH Diagnostic radiography in dental therapy practice 
□ Stainless steel crowns in dental therapy practice 

I confirm that I am competent in all duties defined within these scopes of practice with the exception of: 


Roles and responsibilities of the dental therapist 

As a dental therapist I am responsible for assessing, planning and providing dental care to children and 
adolescents up to age 18 years within the boundaries of my education, knowledge and technical skills. I 
understand that decisions and actions taken independently in my clinical practice are my personal 
responsibility. 

I understand that I am responsible for seeking additional professional advice when the assessment, planning or 
provision of dental care extends beyond my knowledge or skills and that I have a duty of care to seek additional 
professional advice in a timely manner. 

My primary source of additional professional advice will be the dentist/s named in this professional agreement. 
However, this relationship does not preclude me from seeking additional professional advice from other health 
practitioners where appropriate or necessary. 
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APPENDIX 3 


Roles and responsibilities of the dentist 

I am / We are dentist/s or dental speciaiist/s registered with ttie Dental Council of New Zealand in the scope of 
practice of general dentistry and/or in a specialist scopes of practice. I/We confirm that I am / we are competent 
in these scopes of practice and willing to provide professional support and advice for the dental therapy practice 
of the dental therapist named in this agreement. 

I/We understand that I am / we are responsible for providing professional advice and that I / we have a duty of 
care to provide this professional advice to the best of my / our ability and to be available in a tirneiy manner to 
provide advice. 1/we understand that 1/we will be the primary source of additional professional advice but that 
this relationship does not preclude the dental therapist named in this agreement from seeking additional 
professional advice from other health practitioners where appropriate or necessary. 

I/we can be contacted for this advice in the following manner 


n By telephone at the following number/s 

□ On site at the same location 

D other 


Referral of patients beyond the scope of practice or unable to be managed within the practice 

We agree that patients requiring care beyond the relevant scopes of practice in dental therapy, or unable to be 
managed within the dental therapist's practice, will be referred to a dentist or to another appropriate health 
practitioner. 


Access to prescription Items 


confirm that I have arranged 


(name of the dental therapist) 

access to the prescription medicines necessary for direct administration or supply in my practice of dental 
therapy, 

This access will be provided by: 

A separate standing order issued by 


(insert name of dentist and/or organisation) 


OR 


A standing order established with Dr in conjunction with this 

professional agreement (insert name of dentist) 

1 confirm that for patients requiring a prescribed medicine I will consult with a dentist party to this agreement or 
will refer the patient to another practitioner permitted to prescribe and familiar with the patient’s clinical care. 
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APPENDIX 3 

Practice of radiography in dentai therapy practice or diagnostic radiography in dental therapy practice 

(if included in registered scopes of practice) 

t confirm that for the practice of 

(name of the dental therapist) 

radiography in dental therapy practice i am practising under the supervision or instruction of Dr 
(insert name of dentist) 


I, Dr confirm that I am licensed under the Radiation 

(insert name of dentist) 

Protection Act 1 965 to use irradiating apparatus for dental radiographic diagnosis and that all dental x-ray 
machines to be used by the dental therapist named in ttils agreement are owned and under the safe care of a 
licensed person. 


Parties to the agreement 

This agreement is made between 


(name of the dental therapist) (signature of the dental therapist) (Date) 


dental therapist registered with the Dental Council of New Zealand 


and 


Dr 


Dr 

(name ofthe dentist/ dental specialist) 

(signature of the dentist/ dental specialist) 

(Date) 

Dr 

(name of the dentist/ dentai specialist) 

(signature ofthe dentist/ dental specialist) 

(Date) 

Dr 

(name of the dentist/ dental specialist) 

(signature of the dentist/ dental specialist) 

(Date) 


(name of the dentist/ dental specialist) (signature ofthe dentist/ dental specialist) (Date) 


dentist/s or dental specialists registered with the Dental Council of New Zealand. 


We individually agree to ensure continued compliance with the requirements to hold an Annual Practising 
Certificate with the Dental Council of New Zealand and to notify all of the other parties to this agreement if at 
any time an Annual Practising Certificate is declined or amended In a manner that would materially affect the 
agreement. 
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APPENDIX 3 

Adult dental care 

I am a dental therapist registered with the 

(name of the dental therapist) 

Dental Council of New Zealand for the practice of general dental therapy and I am also registered with the 
additional scope of practice adult care in dental therapy practice. 

I understand that to practise adult care in dental therapy practice I must practise in a team situation with clinical 
guidance provided by a practising dentist/s. 

I will be undertaking adult care in a team relationship with the dentists who are signatories below. 

i/We, Dr and Dr 

{name of the dentist/ dental specialist) (name of the dentist/ dental specialist) 

understand that the dental therapist named in tttis agreement will be undertaking care for adult patients in a 
team relationship with me / us and agree to 

a) provide clinical guidance and 

b) maintain general oversight of the clinical care outcomes of patients under the care of 
(name of the dental therapist) 

I / we agree that I / we will delegate specific items of care for the dental therapist to undertake through written 
instructions contained in the care plan and clinical notes of the individual patients 

OR 

1 / we agree that I / we provide the following general delegations of responsibility 

a) assessment and planning of care within the education, training and competence of the dental therapist 

b) undertaking clinical procedures within the scope of practice of general dental therapy 

All conditions outside the education, training and competence of the dental therapist must be referred for 
assessment, and if necessary management, by a dentist. 

Patties to the agreement 

This agreement is made between 


(name of the dental therapist) (signature of the dental therapist) (Date) 

dental therapist registered with the Dental Council of New Zealand 


and 

Dr 



(name of the dentist/ dental specialist) 

Dr 

(signature of the dentist/ dental specialist) 

(Date) 

(name of the dentist/ dental specialist) 

(signature of the dentist/ dental specialist) 

(Date) 


dentist/s or dental specialists registered with the Dental Council of New Zealand. 

We individually agree to ensure continued compliance with the requirements to hold an Annual Practising 
Certificate with the Dental Council of New Zealand and to notify all of the other parties to this agreement if at 
any time an Annua! Practising Certificate is declined or amended In a manner that would materially affect the 
agreement. 
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Inirotiuclion 


The Dental Council of New Zealand, established under the Health Practitioners Competence 
Assurance Act 2003, is responsible for protecting the health and safety of the public by providing the 
mechanisms to ensure that all oral health professionals are competent and fit to practise their 
profession. The Dental Council is also charged with: 

- Prescribing the qualifications required for registration in dental scopes of practice and for that 
purpose accrediting and monitoring educational institutions and degrees, courses of study or 
programmes 

- Ensuring that new registrants are competent to practice 

- Setting programmes to ensure the ongoing competence of registered health practitioners 

- Setting standards of clinical and cultural competence and ethical conduct. 

The Dental Council of New Zealand and the Australian Dental Council have established a joint 
accreditation process for Australasian dental schools and programmes. Accreditation by the Dental 
Councils of New Zealand and Australia is the process by which the Councils recognise a dental 
educational programme, including its facilities, as having met the defined Australasian requirements. 

The information requested in this pro-forma, together with attached documents, forms the basis of the 
accreditation visits to be held in 2004. This pro-forma is based on Australian Accreditation 
documentation and the documentation used for the accreditation of the BDS programme in New 
Zealand. 

The review process will be conducted in a positive and constructive manner, with the best interests of 
dentistry foremost in the minds of the reviewers. It is intended that the review should be largely a 
self-assessment process by the educational providers themselves, with a site visit by the review team 
to interact with staff and students, discuss issues arising from the documentation, and to view the 
facilities and operations of the educational provider. 

This pro-forma provides a number of guidelines that direct responses by asking specific question and 
requesting specific documentation. Responses should be kept brief and to the point. Extra 
information may be provided as an appendix. 

The curricula for Dental Therapists and Dental Hygienists should produce caring professionals who 
are able to work unsupervised within a dental team, adapt to change and continue to educate 
themselves throughout their careers in order to promote the health of others. Most importantly, the 
new graduate should be competent to practice within their scope of practice on registration. 

To achieve this aim the curriculum should extend beyond explicit learning objectives related to 
clinical dental therapy and dental hygiene practice to include opportunities for developing social 
responsibility and for personal growth. Therefore the curriculum should provide an appropriate focus 
on the three areas: content, society and student development. These areas should be integral to the 
Programme and a continuous part of student activity within clinical practice. They should also 
permeate the whole of the curriculum and be evident as being evaluated in assessment throughout the 
course. 
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Content area includes: 

. mastery of theory related to society and health and clinical dental therapy and hygiene practice; 

• command of clinical skills; . 

. critical thinking; 

. problem solving; and the 

• desire to continue learning. 

Social responsibility includes: 

• civic responsibility; 

. vocational preparation; 

. ethical values and behaviour; and 

• empathy and compassion for others. 

Student development includes: 

. self-esteem and personal growth; 

. creative expression; 

• cultivation of personal talents and interest areas; and 
. health and safety. 

It is not the intention of the Accreditation process to assess each of these focus areas individually. 
Rather the Dental Therapy and/or Dental Hygiene Programmes should identify pertinent examples as 
it addresses the guidelines and/or include information in the SWOT analysis. 

The intention is to identify the diversify of teaching and learning approaches in the Schools within the 
continuum of dental education, recognising that this diversity can strengthen the educational system, 
provided that each provider continually evaluates its own methods. 

The review process should enable the strengths and weaknesses of each programme to be identified. 
It is intended that this should be the result of a thorough and honest self- assessment. An integral part 
of this process will be completion of a SWOT analysis. 

The information requested in this pro-forma must be provided to the DCNZ well before the 
scheduled visitation so that members of the visiting team can meet and discuss the responses. The 
convenor of the visiting team may then ask for clarification of certain responses or for additional 
Information prior to the visit. The visits will be arranged in liaison with the Dean/Head of School. 
They will be carried out in a positive constructive atmosphere. 

The responses from the School will form the basis of the accreditation report with comments from the 
visiting team added for each of the guidelines. The aim is for each School to have substantial 
ownership of the process, both in terms of collating the information and also in relation to the final 
document. 
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Oulcomcs of ihe Accreditation Process 


On the advice of the Accreditation Committee, the ATKl will select one of the following options for each 
specialist program put forward for accreditation: 

1. Full accreditation covers the full five years until tile next round of accreditation. At its discretion, the 
Council may require an annual report from each program convenor indicating the current status of the program 
and particularly detailing any significant alteration from the program that was accredited originally. 

2. Full accreditation subject to conditions covers five years but is subject to the condition that certain 
actions detailed in the accreditation report are realised within a specified time frame. The ADC or DCNZ may 
require the submission of further materials for review and reserves the option to re-visit the School. A written 
statement detailing compliance with the ADC report is the minimum requirement. 

3. Provisional accreditation. This will cover a variable period but generally not longer than that required to 
allow current candidates to complete their specific program. It is reserved for the situation where major 
deficiencies in a program are identified including the non-provision of requested materials. Provisional 
accreditation is allocated as a positive step in bringing a program to an acceptable standard and may reflect 
deficiencies identified in any area reviewed during the accreditation process. It should not be viewed, either 
internally or externally, as a negative statement. 

4. No accreditation. Used in only the most exceptional circumstances where deficiencies in a program are 
such that it is felt graduates would be unable to achieve the required levels of scholarship and expertise. Every 
effort is made to avoid this situation and active consultation would involve the University, State Dental Board, 
DCNZ and/or specialist consultants. 

5. New program accreditation. Any level of accreditation may be used in this category which covers both 
entirely new programs and heavily restructured programs. Some conditions would usually be identified and 
the School required to respond to these within a specified time frame. The aim of this category is to 
streamline the progress to full accreditation. 
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iGuiciclines 


Definition of Terms 

For clarity and consistency the following terms will be used throughout this document: 

• Programme. Courses of educational and training for dental therapists and/or dental hygienists 

• School. The educational facility responsible for the delivery of the Programme 

• Educational Institutions. The university or college of which the School is part. 

This pro-forma seeks information about 20 areas, each of which is described by a guideline. The 
guidelines indicate the desirable standards against which the School will be assessed, and the context 
in which the DCNZ will make any recommendations or suggestions. For each of the areas to be 
considered by review teams, together with their associated guidelines, a series of questions and 
requests is provided to direct responses. 

Particular attention should be paid to the wording of the guidelines. For instance, a guideline may 
take the form of either a "must" or "should" statement. The wording signifies the importance of that 
particular guideline for accreditation as follows: 

Must: - compliance with the guideline is considered to be essential or mandatory. 

Should: - compliance with the guideline is highly desirable. 

While the same guidelines are applied for both new and established programmes, it is recognised that 
it may be difficult for those introducing new programmes or substantial changes to supply all of the 
information requested, and allowance will be made for this. 

Any issues which a School finds are not addressed under the guidelines may be included in the 
SWOT analysis (item 1 8). 

The guidelines are as follows: 


Guideline 1 

There must be a clearly defined educational philosophy for the Dental Therapy and/or Dental 
Hygiene Programmes. It is recognised that diversity of teaching and learning approaches can 
strengthen the educational system provided that the School continually evaluates its own methods. 


Guideline 2 

All programmes must address the recommendations and suggestions made at previous internal or 
external course reviews. This is an important determinant of the process as it demonstrates a School's 
awareness of the need for continual improvement. 


Guideline 3 

The Programme must exist as a distinct course of study within the Educational Institution. Students 
must have the same rights and privileges as other students of the Educational Institution. 
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Guideline 4 

The Programme must have adequate continuing fmancial resources, management structure and 
administration, and support staff to enable its objectives to be achieved. 


Guideline 5 

The design, size and general state of buildings and classrooms, library, laboratories, clinical and 
educational facilities and their relevant equipment must allow the Programme to achieve its 
educational objectives. Modem audio-visual material and methods of information retrieval should be 
available. 


Guideline 6 

The number of staff and stafTstudent ratios must be adequate to achieve educational objectives. The 
qualifications and experience of the staff must be sufficient to cover adequately all of the aspects of 
dental hygiene and/or dental therapy practice. Schools must provide a staff development programme 
for all of its staff 


Guideline 7 

Admission into the Programme must be based on published selection criteria, which must be 
available to advisors and applicants, and applied equitably during the selection process. Admissions 
processes must be continually evaluated to assess their effectiveness. The School must identify 
pathways of articulation from Programmes onto other courses of education and training offered by 
itself and other institutions where applicable. 


Guideline 8 

The aim of the curriculum should be to facilitate the education and training of Dental Hygienists 
and/or Dental Therapists. It should produce caring professionals who are able to work within a dental 
team, adapt to change and continue to educate themselves throughout their careers in order to 
promote the health of others. 

Dental Hygienist and Dental Therapists must be competent to practise within the DCNZ prescribed 
scope of dental therapy or dental hygiene practice on the day they graduate. They should be 
understanding of and responsive to, the oral health needs and rights of the community, eg. HDC Code 
of Rights. 

The Programme's curriculum will be assessed with reference to the educational philosophy and 
objectives of the Educational Institution. The curriculum must be well balanced and recognise the 
social context of health care, the changing patterns in the prevalence of dental disease as well as 
advances in the practice of dentistry. 

The curriculum must ensure that students develop an understanding of the importance of 
contemporary social issues, the principles of social Justice and ethical behaviour. 

Particular attention must be given to the interrelationship of subjects, especially to the application of 
the social and the basic sciences to clinical practice, so that the programme comprises a related body 
of knowledge rather than one of discrete and separate subjects. The accreditation process is not 
intended to prescribe curriculum content and the time devoted to a subject area. Given the above 
statements regarding diversity and integration of subjects this would be both impracticable and 
contradictory. Therefore, it is the responsibility of Schools to organise their own teaching 
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programmes which will then be judged in terms of achievement of the stated aims of the Programme 
rather than conformity to a standardised pattern, ie. outcome or competence based. 

Teaching and assessment must be designed to develop students who can assume responsibility for 
their own learning. 

Clinical supervision by staff must be adequate to ensure that acceptable standards of patient care are 
maintained, including accurate and complete record-keeping. 

Evaluation processes must be in place to ensure that acceptable standards of patient care are 
maintained. 


Guideline 9 

The Educational Institution and its clinics must be safe for students, staff and patients. The clinics 
must provide adequate general dental patient care in a setting conducive to education and research. 

Guideline 10 

At graduation, students must be capable of competent practice in a team situation. They must be 
provided with suitable patients and facilities during the Programme to enable them to develop this 
competence. 


Guideline 1 1 

A clearly stated, valid and reliable system of formative and summative student assessment must be 
used to determine progression and graduation of smdents. 


Guideline 12 

There must be student representation on appropriate committees, and student grievances and 
concerns must be identified and addressed. Counselling and health services should be available to all 
students. 


Guideline 13 

There should be integration of the Dental Therapy and/or Dental Hygiene Programme with the BDS 
programme where possible so that students learn to work as members of a dental health team. Where 
possible students should have an opportunity to interact with students in other health education 
programmes to foster effective communication between disciplines. 


Guideline 14 

The Programme must have functional relationships with at least one District Health Board or other 
providers of oral health care such as community clinics. The relationship must enable students of 
dental therapy or dental hygiene to provide oral health care for patients appropriate to that required to 
achieve the educational objectives described by the provider. 


Guideline 15 

The Programme should have functional relationships with other departments of the Educational 
Institution, with the various dental professions and their organisations, and with the community in 
order to promote dentistry and provide learning opportunities for students. 
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Guideline 16 

There should be a demonstrated commitment to establish research related to dental therapy and/or 
dental hygiene practice and oral health promotion. Where possible this research should involve 
students. 


Guideline 17 

The School must perform ongoing evaluation of the outcomes of its programmes to determine 
whether it is meeting its objectives. Results of the evaluation process must be used to improve the 
Programme. 


Guideline 1 8 

Each School must identify its own strengths, weaknesses, opportunities for improvement and threats 
to the quality of its Programme. 


Guideline 19 

The educational institution must demonstrate that the principles of Mana Maori and of the Treaty of 
Waitangi are upheld throughout the programme. 


Guideline 20 

Each School must formulate strategies and a timetable for improvement of its Programme based on 
the self-assessment process undertaken for accreditation. 
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Areas for consideration 


1 . Overview of the Programme 

2. Responses to recommendations and suggestions from the last accreditation process 

3. The administrative relationship of the Programme to the School/University. 

4. Programme administration and budget 

5. Physical facilities and resources 

6. Staff and staff development 

7. Admissions policies and procedures 

8. The curriculum 

9. Clinic administration 

10. Preparation for practice 

1 1 . Student assessment and examinations 

12. Student support and representation 

13. Relationship with allied dental education programmes 

14. Interface with other service providers 

15. Interface with educational institution, profession and community 

16 . Research and postgraduate and continuing education 

17 . Evaluation procedures and outcomes 

18. SWOT analysis 

19 Mana Maori 

20 Strategies and timetables for improvement 

21 Appendices 

Schools should address each of the above areas in formulating their response. It is intended that the 
visiting team will add its comments at the end of each of the sections and that the School's self- 
evaluation, together with the visitors' comments, will form the final documentation. It is intended that 
appendices should be kept to a minimum, but that copies of relevant documentation would be 
available to the visiting team prior to the visits being undertaken. The questions and qualifiers 
provided under each of the guidelines are meant to help direct Schools' responses. Schools can use 
their own discretion in determining the layout of their responses, but they should use the guidelines 
as headings to their documentation, use at least an 11-point font and provide an electronic and hard 
copy of their submission. 

It is intended that each member of the visiting team will have a copy of the School's responses, 
together with a copy of the course guide. One copy of each of the other requested documents should 
be available for the convenor of the visiting team to peruse. 
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1. Overview of Programme 


Guideline 1 

There must be a clearly defined educational philosophy for the Programme. It is recognised 
that diversity of teaching and learning objectives can strengthen the educational system 
provided that each programme continually evaluates its own methods. 


Please provide an overview of the Programme to be considered for accreditation, including: 

□ The date when the Programme was / will be introduced 

□ A description of the School's and/ or Programme's educational philosophy and objectives 

□ Attach a copy of the University’s charter, school’s mission statement and strategic plan in relation 
to the programme being assessed. 
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|2 Responses lo recommendations and suggestions from the last accreditation process 


Guideline 2 

All Programmes must address the recommendations and suggestions made at previous internal 
or external course reviews. This is an important determinant of the process as it demonstrates a 
School's awareness of the need for continual improvement. 


Describe how the recommendations and suggestions from other review processes have been 
addressed. 
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|3. I hc adniinislralivc rcialionship of ihe School to ihe Educational Insiilulion 


Guideline 3 

The Programme must exist as a distinct course of study within the Educational Institution. 
Students must have the same rights and privileges as other students of the Educational 
Institution. 


Describe the administrative relationship of the Programme within the School or Educational 
Institution. Include as an appendix an administration flowchart. 

Does the Programme have the same status and responsibility as other comparable departments/units 
in the School/Institution? If no, explain. 

Is there equal/ appropriate representation on joint committees with representatives of other health 
programmes? 

Do dental therapy/dental hygiene students have the same rights and privileges as other students of the 
Educational Institution? If no, explain. 
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|4. Programme adminislralion and budget 


Guideline 4 

The Programme must have adequate continuing financial resources, management structure 
and administration, and support staff to enable its objectives to be achieved. 


Describe the committee structures used for the management of the Dental Therapy /Dental Hygiene 
Programme. A flow-chart may be used. Include names of staff with academic or administrative 
responsibilities. 

Describe the decision-making process within the School in relation to academic and resource issues. 

Do the resources available to the Dental Therapy /Dental Hygiene Programme enable it to fulfil its 
educational objectives? 

If “service” departments outside the Programme present subjects or courses, indicate how financial 
arrangements are negotiated for each of these subjects. 

Describe additional sources of funding generated by the Programme other than educational funding. 
How are the clinic operations funded? 

Please provide a copy of the Programme's and/or School's strategic plan and business plan. 
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5. PliN sical faciiilies and resources 


Guideline 5 

The design, size and general state of buildings and classrooms, library, laboratories, clinical 
and Educational Institutions facilities and their relevant equipment must allow the Dental 
Therapy and/or Dental Hygiene Programme to achieve its educational objectives. Modern 
audio-visual material and methods of information retrieval should be available. 


Describe the facilities available for teaching and learning, eg: lecture theatres, tutorial rooms, 
laboratories, and clinical facilities including the number of dental units. 

Describe library and computer facilities. 

Are there any areas where physical facilities need to be improved in order to enhance your 
programme? 
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6. Staff and staff development 


Guideline 6 

The number of staff and staff/students ratios must be adequate to achieve educational 
objectives. The qualifications and experience of the staff must be sufficient to cover adequately 
all of the aspects of dental hygiene and/or dental therapy practice. Schools must provide a staff 
development programme for all of its staff. 


Attach, as an appendix, a list of all full-time, half-time and part-time academic staff within the 
programme, including their main teaching responsibilities. 

List any current vacancies and how long they have been vacant and the plans for filling these 
positions. 

Describe any difficulties the programme has had in recruiting suitable qualified academic staff. 

Describe the School's plan for recruitment of academic staff including procedures for appointment 
and promotion. 

What opportunities are available for staff to further their professional development? 
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7. Admissions policies and procedures 


Guideline 7 

Admission into the Programme must be based on published selection criteria, which must be 
available to advisors and applicants, and applied equitably during the selection process. 
Admissions programmes must be continually evaluated to assess their effectiveness. The 
School must identity pathways of articulation from Programmes onto other courses of 
education and training offered by Itself and other institutions where applicable. 


Describe the admissions process for your programme, including information about pre- requisites, 
quotas, categories and numbers of applicants, special schemes, bridging programmes. 

Describe how your admissions process is administered and evaluated. 

Please provide outcomes of your evaluation if available. 

Describe any appeals process relating to the admissions process. 

Attach a copy of the information provided for prospective applicants. 

Has the admissions process ever been changed? If so, describe how and why. 

Do the admissions procedures include a clear overview of the further career pathways available? 

What mechanisms are available to provide flexibility for career change? 

Please detail any special entry schemes for Maori and Pacific Island students. How is this advertised? 

Describe the support supplied to students entering under special entry schemes. 

What is your schools policy in relation to the admission of disabled students? What support is 
available? 

Provide numbers on the proportion of NZ residents in the Programme. 

Provide numbers on the proportion of students who have English as a first language in the 
Programme. 

Describe the policies and prerequisites for full fee paying non-resident students. 

Do you accept transfer students into later years of the course? If so, describe the methods of 
selection and number of students accepted over the past three years. 

Provide, as an appendix, a table showing the numbers of students in each year for the past three 
years, including gender and the numbers failing or held back. 
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Describe how the Dental Hygiene/Dental Therapy Programme relates with other programmes (eg. 
science degrees, and other programmes which might produce potential dental students or accept 
students who do not complete the dental programme). 

What are your School’s requirements in relation to immunisation of new students against infectious 
diseases? 

What are your schools policies in relation to students with bloodbome infectious diseases? 

Describe how the Dental Therapy and/or Dental Hygiene Programmes articulate with other 
programmes (such as BDS, post graduate programmes, science degrees and any other programme 
which educates dental therapists/hygienists or permit transfers). 
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8. The Curriculum 


Guideline 8 

The aim of the eurriculum should be to facilitate the education and training of Dental 
Hygienists and/or Dental Therapists. It should produce earing professionals who are able to 
work within a dental team, adapt to change and continue to edueate themselves throughout 
their careers in order to promote the health of others. 

Dental Hygienist and Dental Therapists must be competent to practise within the DCNZ 
prescribed scopes of dental therapy or dental hygiene practice on the day they graduate. They 
should be understanding of and responsive to, the oral health needs and rights of the 
community, eg. HDC Code of Rights. 

The Programme’s curriculum will be assessed with reference to the educational philosophy and 
objectives of the Educational Institution. The curriculum must be well balanced and recognise 
the social context of health care, the changing patterns in the prevalence of dental disease as 
well as advances in the practice of dentistry. 

The curriculum must ensure that students develop an understanding of the importance of 
contemporary social issues, the principles of social Justice and ethical behaviour. 

Particular attention must be given to the interrelationship of subjects, especially to the 
application of the social and the basic sciences to clinical practice, so that the programme 
comprises a related body of knowledge rather than one of discrete and separate subjects. The 
accreditation process is not intended to prescribe curriculum content and the time devoted to a 
subject area. Given the above statements regarding diversity and integration of subjects this 
would be both impracticable and contradictory. Therefore, it is the responsibility of Schools to 
organise their own teaching programmes which will then be judged in terms of achievement of 
the stated aims of the Programme rather than conformity to a standardised pattern, ie. 
outcome or competence based. 

Teaching and assessment must be designed to develop students who can assume responsibility 
for their own learning. 

Clinical supervision by staff must be adequate to ensure that acceptable standards of patient 
care are maintained, including accurate and complete record-keeping. 

Evaluation processes must be in place to ensure that acceptable standards of patient care are 
maintained. 


Describe how the curricula reflects the DCNZ prescribed scopes of dental therapy or dental hygiene 
practice. 

Describe the process whereby the Programme's curriculum is reviewed and how changes are 
implemented. What is the process within the Instimtion for considering changes to courses? For 
programmes undergoing major structural change, indicate areas of overlap between the old and new 
programmes. 

The following list indicates those subjects/topics that might be expected to be included in a dental 
therapist/hygienist programme. They may be present with varying emphasis and may not stand alone 
as separate subjects. The content of these subjects should be at least at the level to support dental 
therapy and/ or dental hygiene practice. 
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For each of these subjects/topics indicate how/where they are included within the curriculum, and 
how they are co-ordinated and integrated both horizontally and vertically throughout the course. If 
this information is clearly presented in the course guide, then refer to the appropriate pages. In 
addition, indicate how students learn to provide total patient care within their scope of practice by 
integrating information relating to the various clinical disciplines. It is recognised that School's may 
use different terminology to describe these subjects. 

. anatomy -gross and microscopic; oral anatomy 

. behavioural sciences, including communication; models of learning, human development and 
behaviour change, social and cultural effects 

• bicultural issues - Hauora Maori and the Treaty of Waitangi 
. community oral health services , 

• dental diseases 

• dental materials . 

. dental occlusion 

. dental radiography 

• emergency procedures, CPR 

• epidemiology 

• ethics and Jurisprudence 

• general histology 

. general microbiology , immunology and oral pathology 
. general pathology 

• general physiology 

• infection control 

• local analgesia 

■ diet and oral health 

• operative dentistry 

• oral biology (histology , embryology , microbiology and physiology) 

• oral diagnosis 

• oral health promotion 

• orthodontics 

• paediatric dentistry 

• pain control 

• periodontology 
. pharmacology 

. preventive dentistry 

• prosthodontics, fixed and removable, including implants .public health policy 
. research methodology , computer skills, and critical appraisal of the literature 

• special needs dentistry , including gerodontology , medically compromised, disabled 

. responsibilities in vocational practice (team dentistry, safe practice, occupational health and 
safety, legislation governing practice, including scopes of practice) 

. tooth deposits and stains 

Copies of the course guide or handbook provided to students describing the course content should be 
made available to each of the members of the visiting team. 


The course guide should include the name of subject co-ordinators, aims and objectives of subjects, 
topics covered, contact hours for lectures, laboratories, tutorials, clinics, etc., assessment processes, 
required texts and manuals, recommended reading. 
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List the “service” departments involved in contributing to teaching, including staff within those 
departments responsible for course presentation. 

Provide timetables for each of the years of the course indicating clearly time commitments/student in 
each of the years. 

Describe any elective courses offered to students. 
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|9 Clinic Administration 


Guideline 9 

The educational institution and its clinics must be safe for students, staff and patients. The 
clinics must provide adequate general dental patient care in a setting conducive to education 
and research. 


Describe how the dental clinics are managed. An administrative flowchart may be used. 

Please provide copies of policies and/or protocols relating to the following: 

□ infection control 

□ medical emergencies 

□ eligibility of patients for treatment 

□ assignment of patients to students 

□ recalls 

□ patient records 

□ development, approval and review of patient treatment plans 

□ technical laboratory support 

□ waste management 

□ radiation protection 

□ occupational health and safety 

□ auditing of patient care 

□ clinical supervision 

□ other 

Is there a shortage of patients for any clinical procedures? If so, give details. 

Where do students gain their clinical experience, eg. placements outside the Programme, etc? (refer 
to 14 also) 

Provide details of the patient group, and outline the degree of students’ exposure to children, 
adolescents and adult patients. 

Do the students experience integrated treatment planning and management of patients? If so when 
and how? 

What provisions are made for maintenance of equipment and replacement of equipment? 

What measures does the programme have in place to increase student awareness of ergonomic issues 
and measures to prevent work related musculosketal disorders? 
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10 Preparation for Practice 


Guideline 10 

At graduation, students must be capable of competent practice in a team situation and within 
the DCNZ prescribed scopes of dental therapy or dental hygiene practice. They must be 
provided with suitable patients and facilities during the Programme to enable them to develop 
this competence. A designated dentist will be available to provide clinical guidance. 


Do the students gain adequate experience in all areas of dental therapy and/or dental hygiene practice 
prior to graduation? 

Do dental therapy students gain adequate experience of providing care to children and adolescent 
patients prior to graduation? 

What experience do dental therapy students gain of providing care to adult patients prior to 
graduation? 

If formal requirements are indicated to students, provide the range performed by students in each of 
the Programme years and to which patient groups. If there are no formal requirements, but rather 
guidelines, indicate average number of procedures undertaken by students in each year and ranges, ie, 
highest and lowest numbers. Include the competencies they are required to display as a result of 
clinical experience. 

Describe how the curriculum attempts to facilitate the integration by students of both scientific and 
clinical concepts. Evaluation processes and outcome results relating to this aspect of the curriculum 
can be given under Guideline 17. 

Describe any other programmes your School offers to prepare students for practice on graduation. 

Have the graduates of your Programme been surveyed about their perceptions of the quality of their 
training and preparation for clinical practice? If so, provide results. 

Have employers of your graduates been surveyed about the quality of your graduates? If so, provide 
details. 
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1 1 Student assessment and examinations 


Guideline 11 

A clearly stated, valid and reliable system of formative and summative student assessment must 
be used to determine progression and graduation of students. 


Describe the School’s philosophy of assessment of students. 

Describe the methods of assessment in each of the subjecticourses (if this is clearly described in the 
course guide, refer to appropriate pages). 

Indicate the relationship or links between the School's assessment process and its objectives and 
teaching approaches. 

Are students encouraged to self-assess? If so, give details. 

Provide details of redemption/supplementary exams. 

Are any special arrangements made for repeating students? 

Describe the role of external examiners. Provide copies of external examiners reports from the past 
two to three years. 

What mechanisms are available for student appeals relating to assessment? 

Does your School use special "barrier examinations" to prevent students from progressing unless a 
satisfactory performance is achieved? If so, in what areas and how? 

Does your School provide staff and students with an assessment policy? If so, provide a copy. 

Provide examples of previous exam question papers for each year level of the course. 

Include, as an appendix a table showing progression rates, withdrawals, deferrals and failures for all 
years over the past three years. 
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2 StLidenl supporl and rcprcscnlalion 


Guideline 12 

There must be student representation on appropriate committees, and student grievances and 
concerns must be identified and addressed. Counselling and health services should be available 
to all students. 


What is the nature of student representation on School committees? 

How are students encouraged to join and participate in smdent and professional organisations? 

What mechanisms are in place to ensure early contact with stress management and prevention and 
awareness of high-risk behaviour and symptoms of impairment? 

Give details of the counselling/psychiatric treatment facilities available to students including 
comment on its accessibility, confidentialily and degree of separation from the School. 

What role modelling and mentoring schemes are in operation? Give details. 

What health services are available for students? 

What financial aid provisions are there for students? 

What mechanisms are in place to ensure early identification, assistance and follow-up of students 
experiencing difficulties, eg. academic, social, cultural, health etc? 

How does the school deal with impaired students? e.g. drugs, alcohol, mental illness? 

What remedial support is available for students, eg. study skills? 

Are there specific language support programmes available for students? 

What mechanisms are available to enable students to comment on their course and teaching staff? 
Give details of student facilities including lockers, common room, etc. 

How are students protected from discrimination? 

How are students protected in the case of error or adverse outcomes? 

What mechanisms are available to consider grievances from students? 
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13 Relationship with allied denial education programmes 


Guideline 13 

There should be integration of the Dental Therapy and/or Dental Hygiene Programme with the 
BDS programme where possible so that students learn to work as members of a dental health 
team. Where possible, students should have an opportunity to interact with students in other 
health education programmes to foster effective communication between disciplines. 


Are there any other dental education programmes in your institution? If yes, describe how they relate 
to the Programme. 

If applicable, describe the interaction between the students in any other NZ training programme with 
the students in your Programme. Give details if appropriate. 

How do dental therapy and/or dental hygienist students interact with other members of the dental 
team throughout the course? 

How do students interact with other health professionals (apart from dental students) throughout the 
course? 
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14 Inleriace wilh oilier service providers 


Guideline 14 

The Programme must have functional relationships with at least one District Health Board or 
other providers of oral health care such as community clinics. The relationship must enable 
students of dental therapy or dental hygiene to provide oral health care for patients 
appropriate to that required to achieve the educational objectives described by the provider. 


Describe the relationship between the educational programme and the DHB. Does the relationship 
enable achievement of the identified educational objectives? 

Are there any difficulties or areas of tension in this relationship? 

Describe any other programmes that provide your students with opportunities to gain experience in 
hospitals or other settings. 

How much time do students spend outside the educational institution and in what settings? 

Describe how the educational programme interacts with local community health programmes. 
Provide examples. 
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1 5 Interface with the education institution, profession and conimunily 


Guideline 15 

The Programme should have functional relationships with other departments of the 
Educational Institution, with the various dental professions and their organisations, and with 
the community in order to promote dentistry and provide learning opportunities for students. 

Describe how the Programme interacts with other departments. 

Describe how the Programme interacts with the various dental professions. 

Are there any difficulties or areas of tension in these relationships? 

Describe how the Programme promotes oral health promotion within the community. 

Describe how the Programme interacts with Australian programme providers. 
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i6 Research and postgraduale and continuing education 


Guideline 16 

There should be a demonstrated commitment to establish research related to dental therapy 
and/or dental hygiene practice and oral health promotion. Where possible this research should 
involve students. 


What are the research strengths of your Programme and School? 

How are students made aware of research activities in your Programme/School? 

How may students become involved in research activities in your Programme/School? 

What evidence is there that research activities of your Programme/School contribute to or 
complement the course being provided? 

Has your Programme undertaken any dental education research? If so, give details. 

What is the relationship between teaching staff in your Programme and research in Oral Health 
Sciences? 

Provide a brief overview of postgraduate programmes offered and how they are linked to the dental 
therapy or dental hygiene courses. 

Is the programme involved in running CPD programmes? 
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!7 Evaluation procedures and outcomes 


Guideline 17 

The School must perform ongoing evaluation of the outcomes of its Programme to determine 
whether it is meeting its objectives. Results of the evaluation process must be used to improve 
the Programme. 


Provide details of the evaluation processes used in the Programme to assess the quality of its teaching 
and learning, including outcome results. 

Consider: 

□ student evaluation of individual subjects 

□ student evaluation of the curriculum overall 

□ student evaluation of academic staff 

□ student evaluation of part-time tutors 

□ staff evaluation of students 

□ peer review of teaching (PET) 

□ external examiners reports 

□ course experience questionnaires (CEQs) 

□ evaluation by graduates -e.g., how well-prepared are they? 

□ evaluation by employers of graduates 

□ other 

Does your Programme have a teaching portfolio? If so, provide a copy. 
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18 SWOT ana!\sis 


Guideline 18 

Each School must identify its own strengths, weaknesses, and opportunities for improvement 
and threats to the qualify of its Programme. 


Include a brief discussion of current active issues in dental education in New Zealand, with particular 
reference to therapy and hygiene education. 

What are the perceived strengths of your dental therapy and/or dental hygiene course? 

What are the weaknesses? 

What opportunities are presenting themselves? 

What threats exist? 
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!9 Mana Maori 


Guideline 19 

The educational provider must demonstrate that the principles of Mana Maori and of the Treaty of 
Waitangi are upheld throughout the programme. 


Describe how the guideline is given effect in the recruitment and support of Maori students. Does the 
school, for example, employ Maori personnel skilled in supporting Maori students? 

Describe the school’s relationships with local Iwi and Hapu in ways, which illustrate plans to 
increase Maori participation within the profession and ways to ensure cross cultural understanding. 

How does the School ensure the highest rate of retention of Maori students? 

Describe how the guideline is given effect in scholarship, teaching and research. 

Describe how the guideline is given effect in achieving a Maori focus in the programme objectives. 

Is there a role explicitly devoted to Maori dental health developments within the School? 

Does the School’s strategic planning include a timetable and budget for achieving Maori focused 
objectives? 


Page 32 






707 


|2() Slraiegies and limetabics for improvemenl 


Guideline 20 

Each School must formulate strategies and a timetable for improvement of its Programme 
based on the self-assessment process undertaken for accreditation. 


Provide details of the School's strategies for improvement of the Dental Therapy and/or Dental 
Hygiene Programme, including a timetable for implementation. 
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2] Appendices 


1 . Flowchart of School’ s relationship to University 

2 . Flowchart of administrative structure of School 

3. Flowchart of committee structure of School 

4. Roles and membership of committees 

5. Budgets for the last three years 

6. Strategic plan 

7. Business plan 

8. Staff- names, eVs 

9. Staff documents 

10. Table of student numbers 

1 1 . Information on admissions 

12. Entiy on curriculum in Calendar 

13. Course handbooks 

14. Description of courses 

15. Timetables 

16. Administrative flowchart of dental clinics 

17. Policies, protocols of clinic administration 

18. External examiners reports 

19. Assessment policy 

20. Previous examination questions 

21. Progression rates, withdrawals, etc 

22. Summaries of evaluations 

23. Teaching portfolio 
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DAHP 101 - General Health Sciences (8 points) 


DAHPlOl General Health Sciences is a one-year course for Dental Hygiene and Dental Therapy Diploma students 
in their first year that aims to provide a broad, b^ic understanding of health sciences disciplines that the underlie the 
provision of health care. The course is presented as five modules covering, Cell Biology, Chemistry, Physics, 
Biochemistry, Microbiology and Immunology. This two-semester course includes lectures and laboratory sessions. 


Anatomy 

This module is designed as a general introduction to the tissues and systems of the human body, at all levels from 
cells to gross anatomy. Anatomy is the largest module in the DAHP lOI course, running for the entire first 
semester. The anatomy module has a significant practice component including a section on histology and virtual 
dissection. 

Cell Biology 

Introduction to the structure and function of the living cell. Includes brief introduction to the biological 
macromolecules proteins (enzymes), nucleic acids, lipids and carbohydrates; structure and function of the major 
eukaryotic organelles: plasma membrane, nucleus, nucleolus, mitochondria, ribosomes, vacuoles, lysosomes, Golgi 
apparatus; how cells are connected to form tissues; cell specialisation; ceil division. 

Chemistry 

An introduction to chemistry and its links with the oral health sciences. Atoms, elements, the periodic table, 
mixtures, compounds, bonds, solids, liquids and gases. Symbols, formulae, naming conventions. Reactions, the 
mole, equilibrium. Electrolytes, concentrations, solubility, acids, bases, salts, buffers, oxidation, reduction. 
Hydrocarbons, their formulae and naming. Alcohols, ethers, amines, aldehydes, ketones and carboxylic acids. 

Biochemistry 

Bases, RNA, DNA, structure. Replication, transcription, translation. Amino acids, peptides, structure. Fibrous 
proteins (keratins, collagen), globular proteins (myoglobin) Functions of proteins including: oxygen storage and 
transport, immunoglobulins and enzymes. Absorption and digestion of carbohydrates, lipids and proteins, energy, 
chemical components of food and work Essential metabolic pathways (glycolysis, pyruvate oxidation and citric acid 
cycle/respiration. ATP, mitochondria, electron transport and oxidative phosphorylation). Vitamins. Hormonal 
regulation of fuel metabolism, starvation, diabetes mellitus. Lipid metabolism, cardiovascular disease. Food and 
Nutrition Guideline for NZ. 

Microbiology 

Introduction to microbiology. Includes principles of sterilisation and disinfection; prevention of cross-infection; 
introduction to bacteriology (prokaryotes), gram-positive and gram-negative bacteria, cell structure, antibiotics, 
prokaryotic genetics and gene exchange, antibiotic resistance; pathogens and virulence factors; introduction to 
mycology and pathogenic fungi; introduction to virology. 

Immunology 

Introduction to the human immune system; innate immunity including antimicrobial factors in saliva; acquired 
immunity including humoral immunity, stimulation of antibody production, structure and function of antibodies, 
classical and alternative complement cascades; cell-mediated immunity; the principles of vaccination; allergic 
reaction; clinical aspects of immunology. 

Physics 

Introduction to waves, oscillations, types of waves, superposition, waves at boundaries (transmission, reflection, 
refraction) attenuation, sound, electromagnetic spectrum, radioactivity. Electric potential, electron beams. 
Production and uses of ultrasound and X-rays. 


Enabling competencies: 

Competent to apply knowledge and understanding of the development, structure and function of the human body and 
its nutrition to the study of dental hygiene or dental therapy. 

Demonstrate knowledge of the cardiopulmonary, digestive, skeletal and nervous systems and their function. 

Demonstrate knowledge and understanding of the control of the cardiovascular system and the role of the 
cardiovascular system in homeostasis and following injuiy. 
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Demonstrate knowledge of the influence of nutrition on health and the sources of nutrients e.g. proteins, 
carbohydrates, fats, minerals and vitamins, as they relate to health, and the information that is given to patients. 
Demonstrate knowledge of the influence of cultural background on diet 

Demonstrate knowledge and understanding of the principles of sterilization, disinfection and the prevention of cross 
infection 

Demonstrate knowledge and understanding of the immune system and host responses to micro-organisms. 

Demonstrate detailed knowledge the principles of inorganic chemistry and physics as they apply to dental therapy 
and dental hygiene. 



711 


DAHP 102 - Oral Health Sciences (10 points) 


DAHP102 Oral Health Sciences is a one year course for Dental Therapy and Dental Hygiene Diploma students in 
their first year. This two semester course introduces the student to general anatomy relevant to the practice of dental 
hygiene and dental therapy. An emphasis of course is heiwi and neck anatomy, oral biology and oral pathology, 
including modules on oral medicine and oral microbiology, are prerequisites to the clinical examination and 
diagnosis of oral health and the recognition of oral and dental diseases in patients. The course consists of four major 
modules: 

1 . Anatomy and Histology 

2. Microbiology 

3. Oral Biology 

4. Oral Medicine and Pathology 


1. Anatomy and Histology 

The module provides knowledge of the integrated anatomy, histology and physiology of the head and 
neck including clinical examples to reinforce the relevance of those systems to clinical practice. In 
addition emphasis is placed on the cardiovascular and respiratory systems with regard to the management 
of medical emergencies in dental practice. 

2. Microbiology 

This module aims to provide basic knowledge of the process of infectious disease, the microbiological 
ecology of the oral cavity and pathogenic plaque and further to provide a biological basis for 
understanding the process of dental caries and periodontitis and measures of infection control in clinical 
practice. 

3. Oral Biology 

This module aims to provide an understanding of the development, structure and function of the 
craniofacial complex and its components, and to provide knowledge of the biology of the oral 
environment in health, and an also introduction to the pathogenesis of common oral and dental diseases 
relevant to dental therapy and dental hygiene practice. 

4. Oral Medicine and Oral Pathology 

This module aims to provide knowledge of the pathogenesis of common oral diseases relevant to dental 
therapy and dental hygiene practice with emphasis on recognition, clinical implications, referral and 
modes of treatment. 

Enabling competencies: 

Apply knowledge and understanding of the development, structure and function of the craniofacial complex to the 
study and practice of dental hygiene and dental therapy. 

Demonstrate a knowledge of skull and Jaw anatomy and how these influence masticatory function. 

Demonstrate understanding of the blood supply and lymphatic system of the oral cavity and face. 

Demonstrate detailed knowledge of the anatomy of the oral cavity to provide the foundation for the administration of 
local anaesthetics. 

Demonstrate knowledge and understanding of the development and structure of oral and dental tissues and their 
interactions with the environment. 

Demonstrate an understanding of basic concepts and key processes in the discipline of Pathology. 

Demonstrate an understanding of the most common disease processes affecting the dental and oral tissues. 

Demonstrate an understanding of the basic principles of infection sterilization based on an understanding of the 
epidemiology of infectious disease in the dental surgery. 
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DTHR 101 - Clinical Dentistry (22 points) 


DTHR 1 0 1 Clinical Dentistry is a full-year paper that introduces students into the clinical environment and routines 
relevant to dental therapy practice. In the first semester emphasis is placed on operative procedures (cavity design, 
preparation and restoration) using simulation techniques on phantom heads. The principles of local analgesia, 
radiography and diagnosis and treatment planning are also introduced. In the second semester clinical and operative 
procedures are commenced on selected patients. 

List of topics covered 

1. Communication skills including informed consent 

2. Dental surgery assisting 

3. Clinical cross infection control 

4. Diagnosis and treatment planning 

5. Operative dentistry. Cavity design (Class I - V), cavity preparation and restoration. 

6. Dental diseases, their prevention and clinical management. Diet analysis, plaque control and topical fluorides. 

7. Radiography 

8. Local analgesia and pain control 

9. Dental materials in dental therapy practice 

1 0. Introduction to patient management 

Enabling competencies: 

Demonstrate knowledge and understanding of the clinical environment and the procedures used to minimize cross 
infection. Principles of sterilization and their application. 

Demonstrate an understanding of diagnosis and treatment planning, and the clinical techniques used for caries 
prevention, local analgesia, radiography, cavity preparation and the placement of restorations within the scope of 
dental therapy practice. 

Demonstrate an understanding of the anatomy and physiology of pain and the ways in which local anaesthetics 
modify the sensation of pain. 

Perform clinical techniques of fluoride treatment, tooth protection, and manage preventative and restorative care for 
selected patients. 

Demonstrate a knowledge of the components of interpersonal communication and how they may be modified by 
culture, medication, anxiety or fear. Demonstrate an ability to identify anxiety in patients and implement procedures 
by which this anxiety can be reduced. 

Demonstrate knowledge of the epidemiology of periodontal disease and the principles of “safe practice” in the 
deliveiy- of oral health care for the patients. 

Demonstrate an awareness of the limitations of dental therapy practice and knowledge and application of the 
procedures for patient referral. 
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DAHP 201 - Society and Health (6 points) 


DAHP201: Society and Health is a full year paper intended to develop an understanding of the basic concepts of 
community and society and their implications for health and oral health. 


The paper comprises three modules: 

Module 1: New Zealand Society and Health 

i) New Zealand Society 

ii) Maori oral health 

iii) Sociology of health and illness 

Module 2: Health Promotion Theory and Practice 

i) Health promotion concepts and principles 

ii) Health education 

iii) The prevention of oral disease in populations 

Module 3: Oral Health Care 

i) The New Zealand health system 

ii) Allies in health 

iii) Quality in oral health care 

Enabling competencies: 

Demonstrate knowledge and understanding of the 
and its relationship to tikanga Maori. 

Demonstrate knowledge and understanding of the 
social services and oral health care. 

Demonstrate an understanding of the implementation of the Treaty of Waitangi and health legislation for the 
provision of oral health care in New Zealand society. 

Demonstrate knowledge and understanding of health issues, beliefs and practices as they relate to various ethnic 
groups in New Zealand, with emphasis on Maori and Pacific Islanders. 

Demonstrate knowledge and understanding of the principles of epidemiology and biostatistics and their application 
to the delivery and promotion of public oral and dental health. 

Demonstrate knowledge of the organization of the health system In New Zealand; strategic planning for the delivery 
of oral health services, the funding of oral health services and performance indicators. 


principles and social content of education in New Zealand Society 
models and concepts of social sciences applied to the delivery of 
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DTHR 202: Advanced Clinical Dentistry (24 points) 


DTHR 202 is a full-year paper where students underlie the diagnosis (including medical histories), treatment 
planning and treatment of a wide range of patients in a closely supervised clinical environment.. In the first semester 
new operative procedures such as pulpotomy, complex restorations and the placement of stainless steel crowns are 
learnt using simulation techniques, and the principles of exodontia (tooth extraction), and the management of 
traumatic injuries are also covered. The management of children and adolescents with special needs (including those 
on medication) and recognition of conditions beyond the scope of dental therapy practice (e.g. clinical oral 
pathology, periodontology, exodontia and orthodontia) are emphasized and the procedures for referral implemented. 

List of topics covered 

1. Operative management of dental caries including complex restorations on permanent and primary teeth and 
stainless steel crowns on primary teeth) 

2. Medical histories and pharmacology. 

3 . Management of deep carious lesions. 

4. Pulpotomy for the primary dentition 

5. Extraction of primary teeth 

6. The dental therapist's role in the management of traumatic injuries 

7. The dental therapist's role in the referral of orthodontic patients 

8. Clinical practice for children with special needs (e.g. medically compromised children and children with 
disabilities) 

9. Recognition of clinical oral pathology including anomalies of tooth development and eruption 

10. Behaviour management and dental caries in the teenage years. 

Enabling competencies: 

Demonstrate knowledge and understanding of the principles of radiography and an ability to interpret radiographs to 
assess oral health or disease. 

Describe the clinical and radiographic anatomy of any erupted tooth and its supporting structures, in particular with 
regard to the principles of exodontia. 

Demonstrate competence in the operative management of dental caries (including; diagnosis, treatment planning, 
cavity design, cavity preparation and placement of restorations, pulpotomy, complex restorations and stainless steel 
crowns). 

Demonstrate competence in exodontia. 

Demonstrate an understanding of the complications that can arise from exodontia and explain the principles of post- 
operative care to patients. 

Demonstrate knowledge of the procedures for the management of post-operative complications arising from 
exodontia. 

Demonstrate knowledge and understanding of the principles of oral health prevention and the promotion of health. 
Ability to apply and justify criteria by which outcomes of oral health care are assessed. 

Demonstrate understanding of the principles of management of patient anxiety and describe how anxiety levels are 
influenced by the behaviour of dental therapists and environmental factors. 
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DTHR 203: Dental Therapy Practice (10 points) 


DTHR 203 : Dental Therapy Practice is a full-year paper that is intended to enable students to become familiar with 
all aspects pertaining to the organization and support necessary to practice Dental Therapy. This includes 
knowledge of the scope of Dental Therapy practice, the work environment, records (including computer records), 
work experience, and the legal requirements of Dental Therapy practice. 

Enabling competencies: 

Demonstrate knowledge of the role of the dental therapist in dental practice in New Zealand, and the role of the 
denial therapist in public health. 

Demonstrate knowledge and understanding of the principles of dental clinic management and appraisal in order to 
deliver optimal dental therapy care. 

Demonstrate loiowledge and understanding of the principles of education and communication to explain to the 
patient or their care giver informed consent procedures in order to obtain informed consent. 

Demonstrate knowledge and application of the principles of the Health and Disabilities Consumers Code of Rights 
and the Health Practitioner’s Competence Assurance Act as they apply to the practice of Dental Therapy. 

Demonstrate an understanding of the roles of all oral health workers and their relationships with dental therapists. 

Demonstrate knowledge of the principles of patient data entry and management of software packages to maintain 
comprehensive patient records. 

Demonstrate knowledge and understanding of the strategic role of dental therapists and their legal responsibilities in 
the delivery of oral health care in New Zealand. 

Demonstrate knowledge of the ethical responsibilities of dental therapists in relation to their treatment and referral 
of patients. 

Demonstrate knowledge and application of the principles of patient and practice audit and review. 
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Testimony of 
Don Kashevaroff 

Tribal Self-Governance Advisory Committee Chair 
President, Seldovia Village Tribe 

President and Chairman, Alaska Native Tribal Health Consortium 
Senate Committee on Indian Affairs 
July 14,2005 


Hearing Regarding 

Indian Health Care Improvement Act Amendments of 2005 
Home Health, Dental Health Aide Therapists, 

FTCA Protection and Negotiated Rulemaking 


INTRODUCTION 

Mr. Chairman and members of the Committees on Indian Affairs (“SCIA”) and Health, 
Education, Labor and Pensions (“HELP”), thank you for the opportunity to testify on S. 1057, 
the Indian Health Care Improvement Act (“IHCIA”) Amendments of 2005, which will revise and 
amend the IHCIA. The commitment of the SCIA to ensuring the passage of this important 
legislation has only been surpassed by that of Tribal leaders and American Indian and Alaska 
Native (“AI/AN”) Tribes throughout the United States. 

I appear today as the Chair of the Tribal Self-Governance Advisory Committee (“TSGAC”). 
The TSGAC consists of Tribal leaders convened by the Indian Health Service (“IHS”) to address 
the health needs of all eligible AI/ANs, especially those served by the Tribal health programs 
operated through self-determination contracts and self-governance compacts under the Indian 
Self-Determination and Education Assistance Act (“ISDEAA”). 

My testimony also reflects my own experience as an Aleut and beneficiary of services provided 
directly by the IHS and by Tribal health providers, as well as the knowledge I have gained by 
serving AI/ANs in many capacities, including as President of my own 400 member Federally 
recognized Tribe - the Seldovia Village Tribe; President and Chair of the Board of the Alaska 
Native Tribal Health Consortium (“ANTHC”) - the largest self-governance program in the 
United States, serving over 130,000 Alaska Natives; Director of the Alaska Native Health Board 
(“ANHB”); and Co-Chair of the IHS Tribal-Urban Budget Workgroup. Each of these roles 
contributes to my understandmg of the importance of the bill being considered here today. 

ANTHC carries out all non-residual IHS Area Office functions in the Alaska Area. These 
include a wide range of community health programs. Community Health Aide training and 
support, adininisti-ative_ support for the Community Health Aide Certification Board, training of 
personal care attendants and other allied health care providers, development of behavioral health 
aide training and standards, epidemiology and public health research, cutting edge telehealth 
development and operation, and construction of sanitation and health facilities in rural Alaska. 
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ANTHC also co-manages the Alaska Native Medical Center (“ANMC”) with Southcentral 
Foundation (“SCF”). ANMC is the premier tertiary care hospital in the Indian health system and 
is the only certified Level II Trauma Center in Alaska. In addition to the fine primary care and 
behavioral health services SCF provides at ANMC, ANTHC provides emergency services and a 
wide range of specialty care, including internal medicine, ophthalmology, orthopedic, 
otolaryngology, surgery, cardiology, hematology, and oncology. SCF and ANTHC 
collaborafively provide women’s health and dental services at ANMC. Ancillary services, 
including pharmacy, laboratory, and imaging services, are also available. 

The breadth of these programs contrasts strikingly with the experience we have at the Seldovia 
Village Tribe where until 4 years ago only contract health services (“CHS”) were available to 
pay for limited care ftom private physicians for members who could not travel in to Anchorage 
to receive direct care at ANMC. For all the differences in scope of services, however, we share 
with ANTHC, and other Tribal health programs throughout the Indian health system, the most 
important characteristic of self-determination and self-governance Tribes - that of determination, 
of assessing the health needs of our people and redesigning and expanding our programs to 
improve the available care. Since the Seldovia Village Tribe assumed its program from IHS, it 
has established a clinic, providing an expanding range of culturally appropriate primary, 
preventive and wellness services. It also began offering community health services, including 
programs to encourage children and teens to develop healthy lifestyles and discourage substance 
abuse. Just last week, the Seldovia Village Tribe opened the doors of its new clinic and 
anticipates expanding its services to include behavioral health and dental services. 

Similarly, ANTHC has made numerous changes to the programs it administers to better address 
the needs of Alaska Natives. To cite just a few examples, ANMC developed a pediatric 
intensive care unit, adding a perinatologist and two pediatric intensive care specialists to the 
medical staff. Our Division of Environmental Health and Engineering changed the foundation of 
its service delivery so that it was aligned with the Tribal regions, where it builds health and 
sanitation facilities and provides a wide range of environmental health services. ANTHC 
developed and expanded more responsive community health services, including its traditional 
food safety program, which monitors the level of contaminants in subsistence food sources. 
ANTHC increased its emphasis on injury prevention and preventive care measures, including 
HIV prevention and tobacco cessation programs. At the same time ANMC reorganized its 
specialty departments to increase access for patients traveling to Anchorage, the AFHCAN 
project developed telehealth technology that allowed more Natives living in rural areas to receive 
care in their own villages. 

I mention these accomplishments not to convince you about the worth of the ISDEAA. I know 
the achievements of Tribes operating programs under the ISDEAA are well known to the 
members of the SCIA. I describe them instead to provide a backdrop for the importance of the 
amendments proposed to the IHCIA. 
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HOME HEALTH 

S. 1057 amends the IHCIA in ways that reflect the recognition that fundamental changes have 
occuiTed in health care delivery since the last significant consideration of the IHCIA in the 
1980s. Since then health care delivery has been transformed. 

• Throughout the nation, hospitals used to be the centerpiece of health care delivery, but 
now the focus is on delivering care in homes and communities. This change results from 
the development of new modalities in health care delivery, the need to address more 
chronic conditions of an aging population, and the recognition that the cost of 
institutionally based care is simply unaffordable. These are all factors that apply equally 
in the AI/AN community and Indian health system. 

• The health status of AI/ANs remains lower than that of other populations in the United 
States, but the causes of morbidity and mortality have changed. It is no longer neo-natal 
mortality and communicable diseases that rank among the highest causes of death, but 
rather diseases like cancer, heart disease, and diabetes - all conditions that can be 
affected by life style and, which must ultimately be addressed through strong prevention 
and early intervention programs. In the meantime, there are huge challenges in meeting 
the treatment needs with those who are afflicted. 

• In the Indian health system, reliance on third-party reimbursement and other funding 
sources has become increasingly important since appropriations to IHS fail even to keep 
up with inflation, let alone to address population growth, the cost of new 
pharmaceuticals, and increased morbidity. Third-party payors limit the number of 
hospital days for which they will provide reimbursement believing that better, more 
appropriate care can be achieved in non-hospital settmgs at a substantially lower cost. 
States have obtained “waivers” from Medicaid allowing expanded non-hospital based 
services where they can demonstrate cost savings. 

This is important from two points of view in the Indian health system. First, to the extent 
home based care is not embraced, for those AI/AN patients with Medicaid, Medicare or 
other third-party coverage reimbursement is not available for days of hospital care in 
which the patient could have received adequate care in another lower cost setting. 
Secondly, the IHS and Tribal facilities are bearing the cost of the most expensive level of 
care, when if the resources were deployed in other types of care substantial savings could 
be achieved. 

• Due to the successes in the Indian health system AI/ANs are living longer, and, now need 
a wider range of services including home health, personal care attendants, assisted living, 
and, in some cases, nursing home care. At ANMC about twenty-five percent of bed days 
could be in a less acute setting if the resources existed to support our patients through 
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skilled nursing, home care, personal care attendants, assisted living, and, near the end of 
life, hospice. These resources would include specially trained health professionals such 
as personal care attendants, case managers and others who can meet the needs of AI/ANs 
in their homes and villages under the direction of physicians, rather than relying solely on 
facility based care. 

• Home- and community-based care also provides opportunities for Al/AN elders to 
receive the most culturally competent care. The constraints of hospital based care are 
many. For AI/AN elders, having to choose between leaving their home and community 
to receive care and doing without that care is very difficult. Leaving home often means 
being surrounded by providers who do not speak the elder’s language, eating non- 
traditional foods, and losing contact with family who may live far from the hospital. 
Providing a wide range of supportive and skilled services at home delays or forestalls the 
need for hospitalization and shortens the stays when they must occur. 

Indian health programs throughout the country are working to address these dynamics. More 
express authority in the IHCIA will assist the Indian health system and provide clearer direction 
that Congress is serious about its commitment to supporting the Indian health system in 
delivering the best mix of services to AI/ANs in the most cost effective way. 

This is a very cost effective approach, as well. The Indian health system is still plagued with old, 
out-of-date facilities that desperately need replacement. At the same time, due to continued high 
birth rate and changing patterns of disease and longer life spaas, the demands on even new 
hospitals to increase the number of beds is relentless. Even ANMC, one of the newest facilities, 
will fall short by 20 beds by 2015 given current trends. The need for expansion can be affected 
substantially, however, by investments in home care and other levels of community-based care 
that are expressly described in S. 1057. See, e.g., Section 201(a)(5)(A) and (H), Section 205, and 
Section 213. The comprehensive range of care described in S. 1057 is critical to meeting the 
evolving needs of AI/ANs. 

DENTAL HEALTH ATOE THERAPISTS 

Section 121 of the IHCIA, 25 U.S.C. § 1616/, expressly authorized the Alaska Community 
Health Aide Program (“CHAP”) through which village residents have been trained since the 
1960’s to provide health services. These health services have always included dental services. 
The CHAP has been a critical factor in making health care services available to 85,000 Alaska 
Natives who otherwise would be without any direct access without, in most cases, having to be 
flown to another community. Community health aides and practitioners are certified by a 
Federal board that also adopts standards for training and for certification. 

In 2002 the CHAP Certification Board Standards and Procedures were amended to provide for 
certification of a specialized class of community health aides called dental health aides. This 
was done to address a crisis in dental disease among Alaska Natives and a lack of adequate 
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providers to address the problem. Among the fotir classes of dental health aides authorized to be 
certified upon completion of all of the requirements are dental health aide therapists (“DHATs”). 
A person may not be certified as a DHAT without completing a two year college dental training 
cuniculum that includes 2400 hundred hours of classroom and clinical experience, of which 
about 760 hours are spent in a clinic treating patients. Upon successful completion of this 
training and a preceptorship in which the DHAT must demonstrate under the direct supervision 
of a dentist the ability to perform each of the procedures for which she will be certified to the 
same standard as is expected of a dentist, the DHAT may be certified to practice in villages 
under the general supervision of a dentist. 

Six village residents were selected initially by the Yukon-Kuskokwim Health Corporation 
(“YKHC”) and Maniilaq Association to obtain DHAT training. Training is currently being 
provided at the University of Otago in New Zealand because no United States dental school 
offers mid-level dental training despite its demonstrated success in reducing unmet need in 42 
countries, including Canada, Australia, Great Britain, New Zealand, and Hong Kong. They are 
all back from training now and are in various stages of their preceptorships and certification. 
Another cohort of trainees began a year ago and will complete training another year from now. 

Tribes in Alaska and around the country have been taken aback by the vehement opposition by 
the American Dental Association (“ADA”) to the certification and practice of DHATs. Their 
opposition is couched in concerns about quality of care and concern about prevention, but 
fiindamentally appears to be focused on preventing any form of mid-level practice, even in the 
most remote locations where the alternative is no dental care at all, or seeing a dentist once a 
year when one can be flown in to the village to conduct a clinic. 

The reasons for the program and the legal underpinnings of it are well-explained in a letter 
written by the Sonosky, Chambers Law Firm LLP on behalf of a number of Alaska Native health 
programs to the Alaska Attorney General. A copy of this is attached. Also attached are a one 
page briefing on the issue and a letter from the Director of IHS regarding the services provided 
by DHATs. 

S. 1057 provides for a study of the work of DHATs and limits certification of DHATs in IHS 
Areas outside Alaska for the four years allocated to complete the study and report to Congress. 
This is reasonable. Alaska Tribal health programs are completely committed to open evaluation 
of the work of DHATs, which in Canada has been found to be the equivalent of dentists within 
the DHAT’s scope of practice. 

Other witnesses will be addressing this issue in more detail during this hearing. I chose to 
include it in my comments, both as a representative of ANTHC and the TSGAC, because we 
believe the issues that underpin this program are so important to achieving the objectives of the 
IHCIA and of self-governance. IHS and Tribal health programs have been able to have positive 
impacts because they have looked creatively at health delivery issues and found ways to 
overcome institutional and funding barriers. There will never be enough dentists to provide 
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routine dental care in Alaska Native villages or in other Indian communities. The populations 
are too small to support a resident dentist and the locations too isolated to attract them. Mid- 
level practitioners made a substantial contribution to overcoming limitations in access to primary 
health care despite early opposition and fears expressed by physicians. We are convinced that 
DHATs will prove equally important in solving the dental crisis that plagues AI/ANs. Being 
able to evaluate health delivery issues and make these decisions after examining the best 
information is central to the IHS and to self-governance. 

FEDERAL TORT CLAIMS ACT COVERAGE 

We understand that the Administration, and in particular the Department of Justice (“DOJ”), has 
expressed concerns about the scope of Federal Tort Claims Act (“FTCA”) coverage available 
rmder existing law and the impact the amendments in S. 1057 might have on such coverage. 
These concerns have not been expressed directly to the TSGAC or other bodies of Tribal leaders 
and, thus. Tribal leaders are somewhat at a loss about how to respond. I believe it may be 
helpful to provide some background about FTCA and the critical importance it plays in the 
opportunity to making the limited health care dollars available through appropriations to IHS and 
other funding somces go as far as possible. 

Throughout the ISDEAA, Congress has taken care to assure that programs assumed by Tribes 
will continue to receive the same level of direct and indirect Federal support as when they were 
directly operated by the IHS. Direct program funding for the programs must “not be less than 
the appropriate Secretary would have otherwise provided for the operation of the programs.” 25 
U.S.C. § 450j-l(a)(l). Tribes are guaranteed access to certain “in kind” supports on essentially 
the same basis as the IHS (e.g., access to Federal sources of supply and interagency motor pool 
vehicles, etc.) By these provisions, Congress intended “to assure that there is no diminution in 
program resources when programs, services, functions or activities ate transferred to tribal 
operation,” and to ensure that Tribes would not be compelled “to divert program funds to 
prudently manage the contract, a result Congress has consistently sought to avoid.” S. Rep. 103- 
374, at 9 (1994). 

Among the “in kind” supports made available to Tribal organizations is the right to be regarded 
as an agency of the United States for FTCA purposes with respect to tort claims that arise from 
carrying out their ISDEAA agreements. 

Congress initially extended the FTCA tort claim coverage to ISDEAA contractors on a limited 
basis, following the failure of the Secretary of the Interior to meet his legal obligation to procure 
liability insurance on their behalf. Pub. L. 100-472, § 201(c) (1988), and pending the Secretary’s 
investigation of the feasibility of procuring such insurance or providing alternative protection. 
When the Secretary failed to investigate the cost and availability of liability insurance. Congress 
made the FTCA coverage permanent: 
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The Committee has included language to make the extension of the 
Federal Tort Claims protection to Pi. 638 contractors permanent. 

It is unfortunate that the Department did not respond in a timely 
manner to the Committee’s direction last year to undertake a study 
to show if other means of meeting the legal requirement for the 
Secretary [of the Interior] to provide liability coverage for tribal 
contractors would be preferable. However, since the Department 
delayed taking action to respond to this directive, the Committee 
has no choice but to provide the required liability coverage on a 
permanent basis by extending the Federal Tort Claims Act 
coverage. 

H.R. Rep. No. 101-789, Oct 2, 1990 at 72. See also S. Rep. 101-534, Oct 16, 1990 at 65 (“This 
step is necessary due to the failure of the Bureau to conduct the necessary study and analysis of 
alternatives requested by the Committees.”) 

Through § 314 of Pub. L. 101-512 and other laws. Congress extended to Tribal contractors the 
same protective provisions of the FTCA that limit the United States’ exposure in its own FTCA 
litigation. In 1987, when Congress began enacting the series of public laws that extended FTCA 
and other protections to Tribal contractors, it was especially concerned that ISDEAA has 
inadvertently shifted extraordinary risk of liability to the Tribal contractors by effectively 
requiring each one 

to waive its immunity ftom suit up to the policy limits of its 
insurance, and then to be subjected to litigation without any of the 
protective and very restrictive provisions which apply to litigation 
under the Federal Tort Claims Act. 

S. Rep. 100-274 at 2646. 

The legislative history indicates that Congress understood that Pub. L. 101-512 and its 
predecessors simply restored the status quo by making the Federal government responsible for 
any legal liability associated with the performance of Federal functions. 

It is clear that tribal contractors are carrying out federal 
responsibilities. The nature of the legal liability associated with 
such responsibilities does not change because a tribal government 
is performing a Federal function. The unique nature of the legal 
trust relationship between the Federal Govermnent and tribal 
governments requires that the Federal Government provide" 
liability msuiance coverage in the same manner as such coverage 
is provided when the Federal Government performs the function. 

Consequently, section 201(c) of the Committee amendment 
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provides that, for purposes of the-_ Federal Tort Claims Act, 
employees of Indian tribes canying out self-determination 
contracts are considered to be employees of the Federal 
Government. 

S. Rep. 100-274, Dec. 21, 1987 at 2645. 

Further, Congress recognized the high cost of liability insurance that Tribes were forced to bear, 
but from which the Government was exempt: 

Further, tribal governments must carry liability insurance, 
premiums for which have skyrocketed in the last few years, just as 
they have for other units of government. The Federal Government, 
because it is covered under the provisions of the Federal Tort 
Claims Act, does not have to incur the cost of purchasing such 
insurance, 

S, Rep. 100-274, Dec. 21, 1987 at 2628 (regarding discussion of indirect costs). The 
Government also recognized the high cost of “tail coverage.” 

A patient claiming an injury in connection with the provision of 
direct services is limited to the remedies available under the 
Federal Tort Claims Act in any action against the United States. 

This provision is intended to cover claims against a tribal 
contractor for acts or omissions that occurred prior to the bill's 
enactment but for which the statute of limitations has not yet 
expired. Under current law, the contractors are required to carry 
malpractice insurance coverage for such past claims. This so- 
called "tail liability" coverage is even more expensive than 
coverage for current claims. 

S. Rep. 100-274, Dec. 21, 1987 at 2646, 

In 1994 the Congressional Budget Office reported to Congress that the extension of the Federal 
government’s liability to include malpractice and other health-care related claims against 
subcontractors for Tribal organizations that perform Indian Health Service functions under self- 
determination contracts would have “no significant effect on the federal budget.” S.Rep. 103- 
374 at 15. The GAO concluded that “[i]n aggregate the percentage of tribal claims approved [by 
the DOJ] and the amount awarded are comparable with the resolution of other FTCA claims at 
the Department of Health and Human Services.” Statement of Barry T. Hill, testimony before 
the SIAC, Tuesday July 31, 2001. 
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Limiting the coverage of FTCA protection would require Tribal contractors and compactors to 
incur the substantial and extraordinarily burdensome expense for liability insurance, legal 
representation, and legal liability. If these costs are not bom by the DOJ, they will simply shift 
to the IHS. The IHS will be legally obliged to provide adequate contract support funds to cover 
these expenses. If it failed to do so, funds would have to be diverted from direct services. The 
result: AJ/ANs will suffer from diminished health care services, contrary to Congress’ intent and 
to their great detriment: 

As originally enacted, the Self-Determination act authorized either 
Secretary to require [] tribal contractors to obtain liability 
insurance. The Act also precluded insurance carriers from 
asserting the tribe’s sovereign immunity from suit. 

In practice, the costs of such liability insurance have been taken 
from the amount of funds provided to the tribal contractor for 
indirect costs. The Committee is concerned that tribal contractors 
have been forced to pay for liability insurance out of program 
funds, which in turn, has resulted in decreased levels of services 
for Indian beneficiaries. 

S. Rep. 100-274, Dec. 21, 1987 at 2645. Limiting the FTCA coverage provided by Pub. L, 101- 
512 and other laws would not only harm the AI/ANs, but could amount to a breach of the 
Federal government’s trust responsibility: 

The United States has assumed a trust responsibility to provide 
health care to Native Americans. The intent of the Committee is to 
prevent the Federal government from divesting itself, through the 
self-determination process, of the obligation it has to properly 
carry out the responsibility. 

S. Rep. 100-274, Dec. 21, 1987 at 2646. 

Tribes did not ask for changes in the scope of FTCA coverage even though there are areas where 
the FTCA coverage of ISDEAA contractors could be improved; nor does S. 1057 propose any 
changes. While ANTHC, for example, currently expends considerable resources to procure 
malpractice insurance to cover any “gaps” that may exist in FTCA protection, the cost of full 
malpractice insurance would be exorbitant, easily ruiming five times as much (or about as much 
as it costs to pay several full time specialty physicians to provide services for an entire year). 
ANTHC would have to make corresponding reductions in direct services. Reductions in FTCA 
coverage are wholly unacceptable, as is trying to limit the delivery of necessary health services 
to AI/ANs merely because there might be more exposure. 
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I look forward to hearing the testimony of the Justice Department representative and reading 
their written testimony. To the extent it triggers the need to provide additional information, I 
will submit additional testimony or be glad to respond to supplementary questions Committee 
members may have, 

NEGOTIATED RULEMAKING 

S. 1057 provides for negotiated rulemaking regarding most sections of Title I and Titles II, III, 
and VII. Rulemaking under the Administrative Procedures Act (“APA”) is provided for other 
sections and for Titles IV and V. See Section 802. In the past, the Administration has expressed 
reservations about negotiated rulemaking. Tribal leaders look the Administration concerns to 
heart and proposed the compromise in which only certain parts were subject to negotiated 
rulemaking. We hope that the limitations on the scope of negotiated rulemaking have resolved 
the concerns. 

The TSGAC has especially strong views on this topic given the enormous success of the 
negotiated rulemaking to implement Title V of the ISDEAA. The provisions formd in Section 
802 mirror those applicable to that effort, except that a somewhat longer period has been 
provided for given the number of issues. 

Negotiated rulemaking is a critical component of a true govemment-to-govemment relationship. 
The issues that must be addressed in rulemaking are at the heart of a Tribal program’s ability to 
deliver health care services for AI/ANs. In the course of the negotiated rulemaking process, true 
understanding among Tribes and with IHS is achieved. These insights have positive impacts that 
go beyond the final rules, and which also assure that the rules will be based on a more complete 
understanding of the variability in health delivery challenges that face Tribes and across the 
nation. The role of Tribes should not be limited to that of any other citizen responding to 
proposed regulations. To produce a good outcome there must be the give and take that worked 
so well with regard to the self-govemance regulations. 

OTHER ISSUES 

Findings. The TSGAC was disappointed that S. 1057 did not include some of the findings 
recommended by the National Steering Committee (“NSC”) and included in earlier versions of 
this bill considered in the last Congress. We strongly believe that the Congress should 
acknowledge expressly the cession of more than 400,000,000 acres of land in exchange for 
promises made to AI/ANs and their Tribes and all too often broken. We hope the Conunittee 
will amend the bill to include the language found in S. 556, Sections 2(2) through (4), 

Avoiding Regression. Fundamental to the consideration of S. 1057 must be a close examination 
to determine whether any provision of it causes a “regression” in authority compared to current 
law. We believe there are some instances where that occurs. For instance, in Section 403 
(current law Section 206), Indian health programs may only bill third-party payors for reasonable 
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charges as determined by the Secretary. Tribes have advocated for substituting “reasonable 
charges” for “reasonable expenses” in order to reflect more common health care industry 
practice, however we are very concerned about inserting the Secretary into the process. The 
Department of Health and Human Services has no mechanism for making such determinations 
regarding literally thousands of potential charges or for the periodic amendment of them. This 
change would have the effect of reducing Tribal autonomy, increasing bureaucracy, and limiting 
desperately needed revenue. 

We are continuing to closely evaluate the bill and may submit additional remarks before the 
close of the comment period on other provisions. 

CONCLUSION 

Thank you again for the leadership you are showing in trying to move this important legislation 
forward. We especially appreciate the willingness of the Health, Education, Labor and Pensions 
Committee members to sit in on a joint hearing with the Indian Affairs Committee. We hope this 
level of collegial consideration will finally lead to passage. 

Thank you also for offering me the honor of testifying on these important issues. If there is any 
other information I can provide, or that other members of the TSGAC, staff of ANTHC, or of the 
Seldovia Village Tribe can offer, please let me know. 


For more information, contact: 

Don Kashevaroff, President & Chairman 
Alaska Native Tribal Health Consortium 
4141 Ambassador Drive 
Anchorage, Alaska 99508 
907-729-1900 
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DEPABTMENT OF HtAETH & HUMAN SERVICES 


Public Healtti Ser^ce 


OCT 1 2 2001 


Indian Health Service 
Bockvilie MO 20852 


Ms. H. Saily Smith 
Chairperson, Bristol B^iy Area 
Health Corporation i 
P.O.BOX130 ; 

Dillingham, AK 9957|5 

Dear Chairperson Sm^: 

The Indian Health Seilvice (IHS) has been asked for its views about the language added to 
section i21(b) of the ^dian Health Care Improvement Act (IHCIA) Reauthorization bill, 

H.R. 2440, as reported out of the House Resources Committee last week. Wc are disappointed 
by the decision of tho' House Resources Committee to accept the proposal of the American 
Dental Association (.^A). If enacted by the foil Congress, the change to section 121 (b) would 
roll back the existmgjlegal authority of the IHS and Tribes. It would impede progress in 
implementing an innovative strategy to respond to the crisis in dental health among American 
Indian and Alaska Native (AI/AN) people, 
i 

The ADA has been aj good friend to the IHS and Tribes. The U.S. Department of Health and 
Human Services’ (HHS) U.S. Public Health Service (PHS) and the IHS share common goals 
with the ADA: to eiisure that our patients receive quality health care irom qualified providere 
and to increase the apeess to oral health care. However, on this occasion, the IHS and the ADA 
differ on the best wai'y to achieve these goals. 

The ADA objects to{ only one category of the dental health aide component of the Community 
Health Aide Progra^ (CHAP). The organization wants to prevent dental health aide therapists, 
foe highest level of Rental health aides, from treating caries and performing pulpotomies and 
extractions. The At)A*s concern is that these procedures should not be performed by anyone 
other than a licensefl dentist because no other level of practitioner could be adequately trained, 
i 

The dental health ajde therapy program was modeled after extremely successful programs in 
New Zealand (operating since 1921) and Canada (operating since 1974). The World Health 
Organization documents 42 countries with some variant of a dental therapist, including Australia, 
Canada, China (Hqng Kong), Great Britain, Malaysia, Singapore, and Thailand. The first six 
Alaska Natives, w|o live in remote villages in Alaska, will complete their 2-year training at the 
Otago University df Dentistry in New ZxtXmd in November 2004. Six additional students began 
their training in February 2004, and another class is scheduled to start this winter. 1 am 
convinced that thi4 training will prepare dental therapists to perform these procedures and that 
the Alaska Tribal jiealth leaders have developed thorough measures to ensure the continuance of 
the high quality c^re they provide. 
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Page 2 - Ms. H. Sally Spiith 

The ADA has proposed that it establish a volunteer network of dentists who would make 
periodic visits to Alask^ Native villages to supplement the services the Tribal dentists can offer 
and the other services df the dental health aides. While the offer is very much appreciated and 
would help, the IHS shjares the view of the Alaska Tribal health leaders that it will not begin to 
respond to the need no^ achieve the continuity of culturally appropriate care that Al/AN 
people deserve. | 

Decades of inadequate access to dental care, along with other factors that contribute to the 
generally disparate h^lth condition of AI/ANs compared to the general population, have led to a 
true epidemic of dentirl caries among Alaska Natives. The rate is 2-1/2 times that of the general 
public. The situationlis further exacerbated by a chronic shortage of dentists. Alaska Tribal 
health programs are i|urrcntly experiencing a persistent 25 percent vacancy rate among dentists 
along with an annualj30 percent turnover rate. 

The HHS has worked closely with the ADA since it first expressed concern about the dental 
health aide programj In October 2003, the HHS provided a lengthy written briefing on this 
matter and met withithe ADA. Since then, there have been meetings and discussions on a 
regular basis, inelut^ng meetings in which I have participated and meetings in Alaska with 
Alaska Tribal Leaders. Unfortunately, these have not led to a compromise on which we can 
agree. | 

The EHS continues jto strongly support the dental health aide program component of the CHAP 
and opposes any restriction on the authority of the IHS to certify dental health aides. We look 
forward to continuing to work with the National Steering Committee to achieve passage of the 
IHCIA this year ai^d to work with the ADA to resolve the organization’s concerns without 
accepting the proppsed restrictions on this important program. 

Sincerely yours, 

Charles W. Grim, 

Assistant Surgeon General 
Director 

cc: Ms. Rachel Jfoseph 
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S. 1057, Reauthorization of the Indian Health Care Improvement Act 
Dental Health Aide Therapists: The Solution to a Crisis 

The “Hidden” Epidemic! The rate of dental decay among children in Alaska in 2-1/2 times the national rale. One-third 
of school children miss school because of dental pain and 25% report 
avoiding laughing or smiling because of the way their teeth look. 

Dental caries are epidemic in Alaska Native villages. 

Continuing to Lose Ground! In 1991. a denial manpower study was 
conducted in Alaska, it found that if the IHS/Tribal health system 
doubled the number of dentists, it would take 1 0 years to eliminate the 
unmet need for dental services. But, there have been no funding 
increases, nor an increase in the number of dentists willing to live in 
Alaska Native villages. For the 85,000 Alaska Natives who live in the 
200 villages without road access, the only time dental services are 
available is when a dentist flies to the village to conduct a dental clinic 
or the patient is evacuated by plane to a regional dental clinic. Alaska 
Tribal Health Programs experience a 25% vacancy rate among dentists 
and a 30% average annual turnover rate. 

What is the Alaska Dental Health Aide Program? The 
practice area under the Community Health Aide 
Program (CHAP). It is authorized under section 121 
of the Indian Health Care Improvement Act, 25 U.S.C. 

§ 1616/. CHAP is operated by Alaska tribal health 
programs canying out programs of the Indian Health 
Service (IHS) under the Indian Self-Determination and 
Education Assistance Act, P.L. 93-638. The focus of 
the DHA Program is on prevention, pain and infection 
relief, and basic restorative services. 

How Are DHATs Trained? Due to opposition from 
the American Dental Association, there are no DHAT training programs in the United States yet. DHATs are being 
educated at the University of Otago in New Zealand. The two year program is includes 2400 hours of classroom and 
clinical experience, of which about 760 hours are spent in a clinic treating children. DHATs perform more clinical 
procedures within their scope of practice while in college than the average American dental school graduates. 

How Are DHAT Services Regulated? DHATs must be employees of an IHS funded tribal health program. After their 
formal education is complete, DHATs must complete at least a twelve week preceptorship under the direct supervision of 
a dentist. DHATs must meet the same standard of care as a dentist for each procedure for which she will be certified. 
DHATs must be certified by the Federal CHAP Certification Board before they can practice in a village. DHATs must 
satisfy annual continuing education requirements and must be recertified every two years. Evaluation of the performance 
of the new DHATs is ongoing and will be expanded. 

Does It Work? The World Health Organization documents 42 countries with some variant of a DHAT, including 
Australia, Hong Kong, Great Britain, and Canada. After Canada initiated its program, the ratio of extractions to 
restorations dropped from over 50% to less than 10%. Double blind studies comparing the work of Canadian dental 
therapists and federal dentists reveal the quality of restorations by therapists to equal that of he dentists. Physician’s 
assistants and nurse practitioners had a major impact on access to general medical care. can DHATs on dental health. 
What Does S. 1057 Do? Sec. 121 in the bill does not amend CHAP in Alaska. It does provide for a study of DHAT 
implementation over the next four years, reports to the Congress on the outcome, and it prohibits DHATs from being 
certified outside Alaska during the period of the study. 

For More Information: The Department of Health and Human Services, IHS, the American Association of Public Health 
Dentistry, and many foundations and groups concerned about dental health and access have endorsed the DHAT program. 
It has been the subject of many papers and articles. For more information or an opportunity to see the program, contact: 

Paul Sherry, CEO ( osheriv@anthc.org) . Alaska Native Tribal Health Consortium, 907-729-1900; 

Trudy Anderson, President, ( tandcrson@anhb.org) Alaska Native Health Board, 907-562-6006; or 

Myra Munson ('m\Ta''h~'sonoskviiincau.comk Sonosky, Chambers, Sachse, Miller & Munson, LLP, 907-586-5880. 


Alaska Dental Health Aide (DHA) Program is a specialty 


Four Levels of Dental Health Aides 
Primary DHA: education, dental assisting, preventive serv'ices 
Expanded Function DHA: expanded duty dental assistants in 
dental clinics 

DHA Hygienists: dental hygiene services 
DHA Therapists (DHAT): oral exams, restorations, stainless 
steel crowns, extractions in villages 


American Indian/Alaska Native 

Children 

(age) 

Have Had 
Caries 

Untreated 

Caries 

2-4 

79% 

68% 

6-14 

87% 

66% 

15-19 

91% 

68% 
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Marvin J. SONOSKY (1909-1 997) 


Attorney General David W. Marquez 
Department of Law 
P.O. Box 1 10300 
Juneau, Alaska 99811-0300 


Re: Dental Health Aide Program 


Dear Attorney General Marquez: 

Our firm represents Alaska tribes and tribal health organizations that operate 
federal health care programs throughout Alaska. 

We understand that the State Board of Dental Examiners (the “Dental Board”) 
requested legal advice from your office concerning the federal Community Health Aide 
Program’s dental health aide component. Because of the critical importance of this program 
in combating the growing epidemic of dental disease in rural Alaska, and because the Dental 
Board’s request to your office indicates a serious and unfortunate misunderstanding of the 
program, we provide these comments to you. 


Dental Board AG Request Comments final 05-l0-05.wpd 
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Attorney General David W. Marquez 
Comments on Dental Board Opinion Request 


May 10, 2005 
Page 2 


Your office has previously opined that the State of Alaska’s occupational 
licensing laws — in particular those administered by the Dental Board — apply to providers 
employed by tribal health care organizations.*^ With due respect to your office’s previous 
opinion, we believe it was based on errors of fact and a profound misunderstanding of the 
applicable federal law.^^ We respectfully suggest that this opinion be revisited and revised, 
for the reasons expressed in this letter. 

1.0 Identity and Interest of Commenters 

We submit these comments on behalf of: 

• Alaska Native Tribal Health Consortium (“ANTHC”) - co-operating the 
Alaska Native Medical Center (“ANMC”), providing all non-residual Indian 
Health Service (“IHS”) Area Office functions, including administrative 
support for the Community Health Aide Program Certification Board and 
training of dental health aides; 

• Arctic Slope Native Association — operating the Samuel Simmonds Memorial 
Hospital in Barrow and serving the villages of the North Slope; 


1/ 1 993 Inf. Op. Att’y Gen. (Dec. 6; 663-93-0492). The most striking error of fact and law in this 

opinion is the predicate of its analysis; that the employees of tribal health care organizations “are 
not contractors with or employees of the federal government and, therefore, are not exempt from 
state licensing statutes.” /d., at 1 . In fact, our clients are direct contractors of the federal 
government’s Indian Health Service and, as discussed infra., their employees carry out essential 
federal programs. We have found no authority whatsoever to support your office’s conclusion 
that employees of federal contractors are treated differently than the contractors themselves for 
federal preemption purposes. 

2/ Federal preemption of the Stale’s occupational licensing laws does not depend on whether the 
employees are “direct contractors,” as your office’s 1993 opinion asserts, but on whether 
licensing by the State will interfere with a federal program or activity. See generally, Leslie 
Miller v. Arkansas, 352 U.S. 187 (1956), applied in United States v. Commonwealth of Virginia, 
972 F.Supp. 1008 (E.D. Va. 1997) (State’s private investigator and security officer licensing laws 
do not apply to individuals performing back^ound checks for the FBI; federal preemption 
applies to bar enforcement because “the stale statute forms an obstacle to the accomplishment 
and execution of Congressional objectives”); discussed in Gartrell Construction Inc. v. Aubry, 
940 F.2d 437 (9'” Cir. 1991), citing. Electric Const. Co. v. Flickinger, 485 P.2d 547 (Arizona), 
cert, denied, 404 U.S. 952 (1971) (subcontractors of federal contractors exempt from state 
licensing laws, even when not working in a “federal enclave” such as a military base); and cited 
in Airport Const, and Materials, Inc., v. Bivens, 649 S.W.2d 830 (Ark. 1983) (applying Leslie 
Miller to overrule State attempt to require construction contractor licenses; finding impermissible 
burden "if instrumentalities of the United States must desist from performance of their duties 
until they satisfy a state officer of their conpetence, {i.e., when] qualifications are added to those 
which the federal government has pronounced sufficient."). 


Dental Board AG Request Comments final 05-10-05. wpd 
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Attorney General David W. Marquez May 10, 2005 

Comments on Dental Board Opinion Request Page 3 


• Chugachmiut — operating the North Star Health Clinic in Seward, and 
providing dental services in Seward, Tatitlek, Chenega and Nanwalek; 

• Maniilaq Association (“Maniilaq”) - operating the Maniilaq Health Center in 
Kotzebue and serving 12 villages; 

• Norton Sound Health Corporation (“NSHC”) - operating the Norton Sound 
Regional Hospital, and serving 15 villages; 

• Southeast Alaska Regional Health Consortium (“SEARHC”) - operating the 
Mt. Edgecumbe Hospital and the Juneau Medical-Dental Clinic, and serving 
villages and communities throughout Southeast Alaska; 

• Xanana Chiefs Conference (“TCC”) — operating the Chief Andrew Isaac 
Health Center in Fairbanks and serving 42 villages; and 

• Yukon-Kuskokwim Health Corporation (“YKHC”) - operating the Yukon- 
Kuskokwim Delta Regional Hospital, and serving 58 villages. 

Our clients carry out programs of the federal Indian Health Service (IH S) under 
the Alaska Tribal Health Compact and individual funding agreements with the Secretary of 
the U.S. Department of Health and Human Services. Our clients’ health care services, 
including dental services, are provided to eligible Alaska Natives and American Indians with 
federal health care funds received pursuant to Title I (self-determination) and Title V (self- 
governance) of the Indian Self-Determination and Education Assistance Act, Pub.L. 93-638, 
as amended.’' 


As the Alaska Supreme Court has observed, providing health care services to 
American Indians and Alaska Natives is a uniquely federal obligation."'' Congress has 
repeatedly and expressly confirmed this obligation - and not just recently, but over the course 
of the last two centuries. The unique federal obligation to provide health services to 
American Indians and Alaska Natives is required by treaties and by statutes, and has no 


3/ 25 U.S.C. 450 et 5eg.(“ISDEAA”). In addition to direct IHS funding, as IHS funded entities, 

Alaska tribal health providers are eligible Medicare and Medicaid providers. See, 42 U.S.C. § 
1395qq (Medicare) and 42 U.S.C. § 1396j (Medicaid). 

4/ Fairbanks North Star Borough v. Dend Nend Henash, 88 P. 3d 1 24, 143 (Alaska 2004) 

(‘"ISDEAA ‘has the purposes of improving the provision of federal services by making them 
more responsive to tribal needs, and improving the functioning of tribes through increased self- 
governance.”); see, 25 U.S.C. § 1601(b) (MS has the responsibility to foster the “major national 
goal ... to provide the quantity and quality of health services which will permit the health status 
of Indians to be raised to the highest possible level.”). 
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parallel in state law: 

Federal health services to maintain and improve the health of the 
Indians are consonant with and required by the Federal 
Government’s historical and unique legal relationship with, and 
resulting responsibility to, the American Indian people.®' 

Federal health care services are primarily provided to Alaska Natives through 
the Alaska tribal health network, including our clients. The Alaska Native Health System 
as a whole, has a patient base of roughly 120,000 individuals. It operates seven major 
hospitals, nearly two hundred village clinics, and a wide variety of physical and behavioral 
health care facilities in all regions of the State, both urban and rural. 

2.0 Role of Tribal Health Providers in Dental Care 

Tribal health providers are not only the principal providers of dental care in 
rural Alaska — in most rural areas, they are the only providers of dental health care 
whatsoever. 


May to, 200S 
Page 4 


There is an epidemic of dental disease in rural Alaska, Changes of diet over 
the last several decades have led to a huge increase in dental problems among rural residents. 
Long-standing difficulties in obtaining regular, preventative dental care have exacerbated 
these problems. As the State of Alaska’s Department of Health and Social Services 
(“DHSS”) Commissioner Joel Gilbertson recently noted, 

[mjore that 100,000 people live in rural Alaska. For decades 
they have faced serious problems obtaining dental care. Most 
rural villages see a visiting dentist once or twice a year. Children 
get priority for care, but even their needs are not fully met. 

Adults rarely get to see a dentist except in emergencies. The 
oral caries (decay) rate for Alaska Natives is 2 'h times the 


5/ 25 U.S.C. § 1601(a); see also S. Rep. No. 100-274, 100* Cong. 2d Sess (1988), reprinted in 

1988 U.S.C.C.A.N. 2620; see also, 25 U.S.C. § 1602. IHS has increasingly relied on tribes and 
tribal health organizations to carry out IHS health programs pursuant to ISDEAA. This has “put 
the administration and management of the health programs in the hands of tribal governments 
and provides them the flexibility to tailor their health program to meet the diverse and unique 
needs of their constituents. Significant improvements have been made in the administration of 
tribal health programs and in the quality, quantity and accessibility of services provided to the 
service population.” See, httn'-/-Avww.ih.s.t;ov.'NonMedicalProin~ains/SelFGovernance.''index.asn . 
Indian Health Service, Office ofTribal Self-Govemance. 
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national average. It has been increasingly difficult for Alaska’s 
rural health centers to attract and retain full time dentists. There 
are fewer graduates from U.S. dental schools, and more Alaska 
dentists are reaching retirement age.*' 

The Commissioner’s recitation of the problem summarizes more specific 
statistics that are truly alarming: 

Preliminary data from the 1999 Indian Health Service Oral 
Health Survey in dental clinics indicate the following for Alaska 
Native children using dental clinic services (not necessarily 
representative of all Alaska Native children): 

• 77% of 2-4 year olds have dental caries 

experience in their primary teeth. 

• 95% of 6-8 year olds have dental caries 

experience in their primary or permanent teeth. 

• 83% of 15 year olds have dental caries experience 
in their permanent teeth. 

• 60% of 2-4 year olds have untreated dental 
caries in their primary teeth. 

• 66% of 6-8 year olds have untreated dental 
caries in their primary or permanent teeth. 

• 67% of 15 year olds have untreated dental 
caries in their permanent teeth. 

• 51% of 35-44 year olds have untreated dental 
caries in their permanent teeth.’' 

These disease rates are appalling. Dental health among rural Alaskans, 
particularly children, is in a state of crisis. The objectives established by the Congress in 
1992 to promote dental health among American Indians and Alaska Natives have not been 


May to, 2005 
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6/ DHSS Commissioner Joel GWhQxXson, Anchorage Daily News, 02/24/05. 

7/ Healthy Alaskans 2010 - Volume 1, 13-4 (enphasis added.) We note that in rural areas of 

Alaska, virtually the only access to dental services is through IHS/tribal dental clinics, thus these 
numbers are likely to be highly representative of that population, which is, not coincidentally, the 
population proposed to be served by dental health aides. 
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met by any stretch of the imagination: 

(20) Reduce dental caries (cavities) so that the proportion of 
children with one or more caries (in permanent or 
primary teeth) is no more than 45 percent among children 
aged 6 through 8 and no more than 60 percent among 
adolescents aged 15. 

(21) Reduce untreated dental caries so that the proportion of 
children with untreated caries (in permanent or primary 
teeth) is no more than 20 percent among children aged 6 
through 8 and no more than 40 percent among 
adolescents aged 15. 

(22) Reduce to no more than 20 percent the proportion of 
individuals aged 65 and older who have lost all of their 
natural teeth. 

(23) Increase to at least 45 percent the proportion of 
individuals aged 35 to 44 who have never lost a 
permanent tooth due to dental caries or periodontal 
disease, 

(24) Reduce destructive periodontal disease to a prevalence of 
no more than 15 percent among individuals aged 35 to 
44, 

(25) Increase to at least 50 percent the proportion of children 
who have received protective sealants on the occlusal 
(chewing) surfaces of permanent molar teeth. 

(26) Reduce the prevalence of gingivitis among individuals 
aged 35 to 44 to no more than 50 percent.*' 

It is painfully obvious that relying on the dentist-only model of service delivery 
for rural Alaska has failed. Nor is there any reason to think it can succeed.*' The vast 
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8/ 25 U.S.C. § 1602(b)(20)-(26). 

9/ The Healthy People 2010 Objectives for the nation are even more ambitious than the 1992 
objectives cited above. They include; ‘ 

• reduction in the proportion of young children with dental caries experience in 
their primary teeth to 1 1% (2i-la) [in 1999 77% among 2-4 year old Alaska 
Natives]; 

• reduction in the proportion of children with dental caries experience in the 
primary and permanent teeth to 42% (2I-lb) [in 1999 95% among 6-8 year old 
Alaska Natives]; 

• reduction in the proportion of adolescents with dental caries experience in their 

(continued...) 
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majority of A laska dentists are engaged in private practice in urban and suburban areas such 
as Anchorage, the Mat-Su Valley, Fairbanks and Juneau. Few, if any, of these dentists are 
willing to travel to villages to provide services.*®^ The cost of providing services in villages 
is high; travel is unpredictable, time-consuming and expensive; and the ability of the rural 
population to pay for private dental services is low. Private dentists in Alaska earn 
comfortable incomes in urban practices.”^ They have no economic incentive to provide 
dental health services in rural areas and, for the most part, they do not.‘^^ 

We are aware that the American Dental Association and Alaska Dental Society 
have expressed a willingness to develop a “volunteer” visiting dentist program for rural 
Alaska. Our clients have participated in this program’s developmental meetings and some 
will take advantage of the program should it become available. While well-intentioned, 
however, the proposed volunteer effort does not begin to address the underlying need for 
continuity of care and ready, reliable, repeated access to dental health services. As one 
Maniilaq dentist noted, the ADA’s “Caries SWAT Team” might have some positive short 
term benefits, but those benefits will be extremely limited: 

[0]nce they have filled and extracted all ofthe diseased teeth the 
disease ceases to exist and no one will get any more caries right? 

Or are they planning on coming up every year and spending an 
entire month in each village? As it is by the end of June I will 


9/ (...continued) 

permanent teeth to 51% (21-lc) [in 1999 83% among ISyearold Alaska 
Natives]; 

• reduction in the proportion of young children with untreated dental decay in their 
primary teeth to 9% (21 -2a) [in 1999 60% among 2-4 year old Alaska Natives]; 

• reduction in the proportion of children with untreated dental decay in primary 
and permanent teeth to 21% (21 -2b) [in 1999 66% among 6-8 year old Alaska 
Natives]; 

• reduction in the proportion of adolescents with untreated dental decay in their 
permanent teeth to 15% (21 -2c) [in 1999 67% among 15 year old Alaska 
Natives]; 

• reduction in the proportion of adults with untreated dental decay to 1 5% (21 -2d) 
[in 1999 51% among 35-44 year old Alaska Natives]. 

10/ Cf., 6% Journal of Dental Education, 'Ho. l,al 10 (most dentists unwilling to serve publically 
insured patients; less than 10% of dentists participate in programs to assure oral health care for 
poor children; “[m]any dentists just do not want publically insured patients...”). 

1 1/ The American Dental Society reports the average net income of dentists in 2002 was between 
$174,350 and $291,250. ADA 2003 Survey of Dental Practice. 

12/ See, e.g., letter from Yukon-Kuskokwim Health Corporation President Gene Peltola to Senator 
Ted Stevens, 09/17/04 (“very few of these dentists come to live in rural Alaska where our dental 
crisis is most acute”). 
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have done 6 weeks in our largest village and there [are] still tons 

of disease and as usual I put in at least 1 0 hour days out there.”' 

Our clients are skeptical that the proposed “volunteer dentist” effort will 
continue indefinitely, or even long enough to make any noticeable impact on dental health. 
When the initial enthusiasm disappears, as it will, it will prove difficult to recruit volunteer 
dentists to leave their practices and families and travel to remote locations, especially during 
the winter months. Good dental care requires continuity; regular examinations; repeated oral 
hygiene education; early and prompt treatment of problems. Sporadic visits from volunteer 
dentists cannot provide that essential continuity of care. 

Additionally, our clients note that the difficulties in scheduling and the costs 
of “care and feeding” volunteer dentists will be high. Most villages do not have hotels, 
restaurants or other visitor facilities. Those that exist are often closed in the winter. Visitors 
from urban areas are often ill-prepared for the weather, for travel delays and for the lack of 
facilities. The result is a significant burden on local residents, who have to feed and house 
the visitors. And, of course, village residents, like other Alaskans, appreciate being treated 
by the same provider from visit to visit — especially providers who are familiar with local 
customs, language and cultural norms. 

Our clients are committed to solving rural Alaska’s dental health crisis for the 
long-term. They operate dental clinics at the regional hospitals and visiting dentist programs 
for the villages. These efforts, although valiant, are insufficient. The costs of traditional 
“dentist-based” dental health services are extremely high. And, even if our clients’ budgets 
were unlimited (and they are not), there are simply not enough interested dentists available 
to meet the needs of rural Alaska. Alaska tribal health programs have experienced a 
persistent 25% vacancy rate among dentists and a 30% turnover rate.”' Recruitment is 
difficult.'*' The traditional lures of higher salaries for professional positions in remote 


13/ Email from Dr. J. Borden, DDS, to Dr. J. Tucker, DDS, 5/4/05. 

14/ Letter from Dr. Charles W. Grim, D.D.S., M.H.S.A., Assistant Surgeon General and Director of 
the Indian Health Service, to H. Sally Smith, Chair, Bristol Bay Health Corporation, 10/12/04, 
(copy attached). 


15/ While the number of dentists has been increasing [in the United 

States] for the past 20 years, it has not kept pace with overall 
population growth, resulting in a decreasing dentist-to- 
population ratio. This diminishing supply relative to the 
population is due primarily to a decline in the number of dental 
graduates and to an aging and retiring dentist population. 

“Dental Education and the University of California: Final Report of the Health Sciences 
Committee - September 2004” (hereafter “Final Report”), pg. 3, footnotes deleted. Since 1960 

(continued...) 
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locations and loan forgiveness for public practice are simply not adequate incentives.’^^ 

Because the “dentist-based” practice model has been a costly failure, and in 
order to provide rural residents with continuity of care, the federal government and our 
clients have moved to another model of providing high quality dental health care for Alaska 
villages; CHAP dental health aides. 

3.0 Community Health Aide Program 

The Alaska dental health aides are a component of the Alaska Community 
Health Aide Program (the “CHAP”). The CHAP was developed by the Indian Health 
Service in the 1 950’s in response to the tuberculous epidemic, high infant mortality rate and 


15/ (...continued) 

the number of dental schools in the United States has declined from 60 to 56, with seven having 
closed between 1986 and 1991 . “Dental Education Al-A-Glance 2004” (hereafter “Dental 
Education”), American Dental Education Association Institute for Public and Advocacy, pg. 2. 
There is also a shortage in dental school faculty where the greatest factors are retirement and 
faculty leaving to enter private practice. Id. 

Maldistribution of dentists is even more serious. “Many rural areas have shortages of 
oral health professionals, and most minority and low-income urban areas are disproportionately 
underserved.” “Final Report,” at 4. In California. 31 of 32 Medical Service Study Areas with no 
dentist at all are in rural areas. Id. But for the tribal health providers in Alaska, a similar 
situation would be present in Alaska’s remote communities. The ADEA Dental Education At-A- 
Glance 2004” sums up the problem succinctly; 

Studies that focus merely on the aggregate number of dentists 
miss the evident issue that a sizable portion of the population 
has difficulty availing itself of needed or wanted oral health 
care, regardless of the current or projected number of dentists or 
projected levels of their productivity. 

16/ "Nationwide Survey of Work Environment Perceptions and Dentists’ Salaries in Community 
Health Centers," Journal of the American Dental Association, February 2005, 136:214. Key 
dentist retention factors include freedom to exercise professional judgment, altruistic motivation, 
sufficient admin time, and availability of specialty referral options. Money as a motivating factor 
was inversely related to retention. Ninety-three percent of all dentists practice are in private 
practice. “Final Report” at 2. , 

For new dentists the average net income of new dentists 
graduating fromU.S. dental schools between 1999-2001 it was 
{sic) S142,461; for graduates from 1996-1998 it was $153,174; 
and for graduates of 1992-1995 it was $174,565 {Survey of New 
Dentist Financial Issues, American Dental Association, 2002). 

“Dental Education” at 2. The salaries that tribal health providers can offer cannot compete with 
the reasonable private practice expectations of new graduates. 
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high rate of injuries and deaths in rural Alaska. Today, the CHAP is the backbone of health 
care for rural Alaska residents. There are hundreds of rigorously trained, fully qualified and 
carefully supervised Community Health Aides in Alaska’s villages. Community Health 
Aides and Community Health Practitioners (somewhat confusingly referred to as “CHA/Ps”) 
provide over 300,000 patient care visits annually. CHA/Ps are the primary health care 
providers in Alaska villages. 

For the most part, CHA/Ps are Alaska Natives who choose to live in their 
home villages. They work under the supervision of Alaska tribal health network physicians 
and dentists located at the regional hospitals. CHA/Ps are certified (and re-certified every 
two years) by the federal Community Health Aide Program Certification Board 
(CHAPCB).”' This is a critical distinction. Unlike other health care providers in Alaska, 
CHA/Ps are authorized and certified to practice by the federal government. They are not 
licensed by the State of Alaska and do not need a State license to practice. 

The CHAP was established by the federal government under the Synder Act, 
25 U.S.C. § 13, the Indian Health Care Improvement Act, as amended, 25 U.S.C. § 1616/, 
and through numerous directives and circulars of the United States Department of Health and 
Human Services, the Public Health Service, the Indian Health Service and the Alaska Area 
Native Health Service. The enabling statute provides; 

(a) Maintenance of Program. Under the authority of 
section 13 of this title, the Secretary shall maintain a 
Community Health Aide Program in Alaska under which the 
Service — 

(1) provides for the training of Alaska Natives as 
health aides or community health practitioners; 

(2) uses such aides or practitioners in the provision 
of health care, health promotion, and disease prevention services 
to Alaska Natives living in villages in rural Alaska; and 

(3) provides for the establishment of 
teleconferencing capacity in health clinics located in or near 
such villages for use by community health aides or community 
health practitioners. 

(b) Training; curriculum; certification board. The 

Secretary, acting through the Community Health Aide Program 
of the Service, shall— 


17/ See generally, Community Health Aide Program Certification Board — Standards and 
Procedures (Jan 2005) (copy attached). 
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(1) using trainers accredited by the Program, 
provide a high standard of training to community health aides 
and community health practitioners to ensure that such aides and 
practitioners provide quality health care, health promotion, and 
disease prevention services to the villages served by the 
Program; 

(2) in order to provide such training, develop a 
curriculum that- 

(A) combines education in the theory of 
health care with supervised practical experience in the provision 
of health care; 

(B) provides instruction and practical 
experience in the provision ofacute care, emergency care, health 
promotion, disease prevention, and the efficient and effective 
management of clinic pharmacies, supplies, equipment, and 
facilities; and 

(C) promotes the achievement of the health 
status objectives specified in section 1602(b) of this title; 

(3) establish and maintain a Community Health 
Aide Certification Board to certify as community health aides or 
community health practitioners individuals who have 
successfully completed the training described in paragraph (1) 
or can demonstrate equivalent experience; 

(4) develop and maintain a system which identifies 
the needs of community health aides and community health 
practitioners for continuing education in the provision of health 
care, including the areas described in paragraph (2)(B), and 
develop programs that meet the needs for such continuing 
education; 

(5) develop and maintain a system that provides 
close supervision of community health aides and community 
health practitioners; and 

(6) develop a system under which the work of 
community health aides and community health practitioners is 
reviewed and evaluated to assure the provision of quality health 
care, health promotion, and disease prevention services.'*' 

Provision of dental services has been part of the program since its inception. 
The demand to respond to acute care needs overwhelmed the ability of most CHA/Ps to 
emphasize dental services. Addressing the oral health crisis among Alaska Natives requires 
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18/ 25 U.S.C. § 1616/ (emphasis added). 
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focused attention. After extensive work on the part of IHS and the dental chiefs in the 
Alaska Native Health System, the CHAPCB adopted standards for certification of 
specialized community health aides, known as dental health aides and dental health aide 
therapists (collectively, “CHAP dental health aides”). 

4.0 CHAP Dental Health Aides 

The dental health aide model forproviding basic preventative and restorative 
dental health care in rural, underserved areas was initially developed in New Zealand during 
the 1920s. The New Zealand “School Dental Service” employs nearly 1,000 dental health 
therapists to provide basic dental health care to children throughout rural New Zealand. The 
program has been an extraordinary success. During the course of the school year, all 
children are examined and treated. “Because of this emphasis on treatment, essentially all 
the children in New Zealand are free of carious infection by the end of a school year.”^"^ 
Similar programs based on this model, but with a broader patient base, have been utilized 
with great success in Canada and Australia.^*^ 

The CHAP dental health aide component is designed to take full advantage of 
New Zealand’s seventy-five years of experience with this practice model. Prospective dental 
health aides and therapists must first receive training that meets the extensive criteria of the 
federal Community Health Aide Certification Board.^^' Most levels of dental health aides 
receive their training in Alaska. The first groups of Alaska dental health therapists are 
currently receiving training at New Zealand’s Otago University, which has a long-established 
and excellent dental health program.”' 


19/ Copy enclosed. 

20/ David A. Nash, D.M.D., M.S., Ed.D., “Developing a Pediatric Oral Heath Therapist to Help 

Address Oral Health Disparities Among Children,” 68 Journal of Dental Education, No. 1 , at 13 
(2004). Contrast this health standard (“caries free”) with the experience of Alaska Native and 
American Indian school age children, 60 — 67% of whom have untreated caries. 

21/ See e.g., 90 Circumpolar Health 668, Dental Therapists and the Delivery of Dental Care in 

Canada’s Northwest Territories (“The denial therapist program has achieved some every positive 
results. The program has demonstrated that the native people can beurained to perform a wide 
variety of dental procedures, including simple extractions and restorative procedures, and that 
these graduates can enter the community and provide a high level of dental health care in their 
community. The use of dental therapists to provide dental care in the N.W.T. is proving to be an 
effective alternative to the problems of maldistribution of dental health care providers.”). 

22/ See, Community Health Aide Program Certification Board — Standards and Procedures (Jan 
2005), Chapter 7 (“Certification of Dental health aide Training and Curricula”). 

23/ http : //WWW' .0 tago . ac .n/./ ; httr)://lica]tlisci ■otago.ac.n/.'division.^'inro'dthc htnil 
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The Otago University training program is followed by preceptorships in Alaska 
under licensed dentists who work for Alaska tribal health programs.^"'' At every step of the 
training, preceptorship and certification process, the prospective dental health aides are 
required to have both academic and hands-on, practical training.^*' The final step is 
certification by the Community Health Aide Certification Board at the level appropriate for 
the individual’s training and abilities. 

Following certification, the dental health aides return to their home 
communities to provide services. As with CHAP village health aides, who are supervised 
by physicians, CHAP dental health aides are closely supervised by dentists located in the 
regional Alaska tribal health network medical centers. The dental health aides must 
demonstrate and maintain core competencies,^' and are required to obtain continuing training 
and education in order to maintain and renew their certifications.^’' CHAP dental health aides 
may have their certifications suspended or revoked for failure to maintain proper standards 
of care, failure to keep current, and for misconduct.’"' 

The CHAP dental health aide program has been enthusiastically received by 
federal authorities, tribal health providers and village residents alike. Assistant Surgeon 
General Charles W, Grim, D.D.S., head of the Indian Health Service and a dentist himself, 
noted that even the American Dental Association, which has been the strongest opponent of 
this program, has very limited objections. Even these limited objections. Dr. Grim believes, 


24/ Community Health Aide Program Certification Board — Standards and Procedures (Jan. 2005), 
Chapter 2, Article 10 (“Initial Qualifications”). 

25/ See, e.g.. Community Health Aide Program Certification Board — Standards and Procedures 
(Jan. 2005), Chapter 7, Article 20 (“Dental Health Aide Curricula”). 

26/ E.g., Community Health Aide Program Certification Board — Standards and Procedures (Jan. 

2005), Chapter 2, Article 30, Sec. 2.30.610 (“Dental Health Aide Therapist and Competencies”). 

27/ Community Health Aide Program Certification Board — Standards and Procedures (Jan. 2005), 
Chapter 3 (“Continuing Education”). 

28/ Community Health Aide Program Certification Board — Standards and Procedures (Jan. 2005), 
Chapter 4 (“Discipline, Suspension or Revocation of a Community Health Aide, Community 
Health Practitioner or Dental Health Aide”). 
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are not well-founded: 

The ADA objects to only one category of the dental health aide 
component of the Community Health Aide Program (CHAP). 

The organization wants to prevent dental health aide therapists, 
the highest level of dental health aides, from treating caries and 
performing pulpotomies and extractions. The ADA’s concern 
is that these procedures should not be performed by anyone 
other than a licensed dentist because no other level of 
practitioner could be adequately trained. 

The dental health aide therapy program was modeled after 
extremely successful programs in New Zealand (operating since 
1921) and Canada (operating since 1974). The World Health 
Organization documents 42 countries with some variant of a 
dental therapist, including Australia, Canada, China (Hong 
Kong), Great Britain, Malaysia, Singapore and Thailand. The 
first six Alaska Natives, who live in remote villages in Alaska, 
will complete their 2-year training at the Otago University in 
New Zealand in November 2004. Six additional students began 
their training in February 2004, and another class is scheduled 
to start this winter. I am convinced that this training will 
prepare dental therapists to perform these procedures and that 
the Alaska Tribal health leaders have developed thorough 
measures to endure the continuance of the high quality care they 
provide.^*' 

5.0 Mid-Level Dental Practice 

The federal CHAP Certification Board’s dental health aide model does not 
precisely correspond with the State of Alaska’s Board of Dental Examiner’s regulatory 
scheme. The federal CHAP Certification Board has determined that well-trained and 
supervised mid-level dental practitioners can provide high quality services and thereby 
expand access to dental services, Alaska, like most other states, has chosen to restrict 
delivery of dental services to dentists, with the exception of certain very limited services by 
dental hygienists.’”' 


29/ Letter from Dr. Charles W. Grim, D.D.S., M.H.S.A., Assistant Surgeon General and Director of 
the Indian Health Service, to H. Sally Smith, Chair, Bristol Bay Health Corporation, 10/12/04. 

30/ “Dental hygienists” are licensed by the Alaska Dental Board under AS 08.32.010 — .190. See, 
e.g., AS 08.32.n0(c) (limits on hygienist’s scope of practice). 
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Reliance exclusively on dentists results in a de facto rationing of dental health 
care based on the availability of dentists. There are simply not enough dentists in Alaska to 
provide even a marginally acceptable level of dental health care in rural areas. Reliance on 
the “dentists only” model catastrophically limits dental health care in the predominantly 
Alaska Native areas of the State. The Federal government, acting through the Department 
of Health and Human Services and Indian Health Service, have chosen to address the dental 
health problem of Alaska Natives for which they have a responsibility to provide health care, 
in a different way: the dental health aide model of care. 

In making this policy choice, the IHS relied both on its experience with the 
CHAP and on the experience throughout the country with other categories of mid-level 
practitioners. It was not many years ago that medical care could be delivered only by 
physicians - the “doctors only” medical model that was employed before the advent of 
physician assistants, mobile intensive care paramedics, advanced nurse practitioners and 
other mid-level medical are providers in Alaska.’*' Those licensed mid-level practitioners 
have modernized the provision of medical care, and have greatly improved patient access to 
timely and affordable care, especially in Alaska’s rural areas. 

It appears from therequest to your office that the State Dental Board has heard 
from the Alaska Dental Society and the American Dental Association. It is perhaps not 
surprising that these professional organizations oppose mid-level practitioners, although it 
is disappointing. The State Board frames its question to your office in entirely negative 
terms, without articulating an objective view of the situation: 

I am writing to alert you to the fact that there are people in rural 
Alaska practicing dentistry illegally. They are being allowed to 
practice dentistry without possessing the Alaskan license to do 
so, , . , The Board is concerned that we are putting our rural 
citizens at risk by allowing high school graduates who have 
attended a non-accredited dental program in a foreign country to 
practice dentistry in our state.”' 

The State Board’s letter is premised on conclusions that are both legally and 
factually unsupported. The CHAP dental health aides are neither “practicing dentistry 
illegally” nor required to “possessj an] Alaska license.” The dental health aides are fully 
qualified, federally-certified and federally-authorized to provide dental health services under 
authority of federal law. The dental health therapist model is a proven, effective method of 


31/ E.g., AS 08.64.107 (physician assistants and paramedics). 

32/ Dental Board President Robert E. Warren, D.D.S., to (former) Attorney General Gregg Renkes, 
Feb. 7, 2005. 
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improving dental health in isolated and underserved populations.”' The federal 
government’s adoption of this sound approach holds the most promise of successfully 
combating the rural Alaska dental disease epidemic. 

6.0 Federal Preemption 

In considering the State Dental Board’s opinion request, of course, your office 
does not need to reach or opine upon the clinical merits of the dental health aide component 
of the Community Health Aide Program. We provide background on that issue simply to 
dispel any misapprehensions arising from the unfortunate wording of the Dental Board’s 
opinion request. As a legal matter, we believe you will agree that regulation of the CHAP’S 
dental health aide component is simply beyond the Dental Board’s jurisdiction, as the CHAP 
is a federal program. 

The Supremacy Clause of the United States Constitution forbids state 
regulation of the federal government’s programs. Shielding federal activities from state 
regulation is of such “fundamental importance” that “an authorization of state regulation is 
found only when and to the extent there is a clear congressional mandate,” ;.e, Congressional 
action that is specific, “clear and unambiguous.””' Where federal and state law.s are in 
conflict, or where the Congress has declared its intent to preempt state law, either expressly 
“or implicitly, by occupying the entire field of regulation on the subject in question,” federal 
law prevails.”' 


Providing health care services to American Indians and Native Alaskans has 
been an essential/er/era/ function for nearly two centuries.”' Alaska Supreme Court Justice 
Fabe has observed that the “[pjrovision of Indian health care services is comprehensively and 


33/ Letter from Dr. Charles W. Grim, D.D.S., M.H.S.A., Assistant Surgeon General and Director of 
the Indian Health Service, to H. Sally Smith. Chair, Bristol Bay Health Corporation, 10/ 1 2/04. 

34/ Hancock v. Train, 426 U.S. 167, 179 (1976) (state could not require permit for operation of 
federal facility). 

35/ Ketchikan Gateway Borough v. Ketchikan Indian Corporation, 75 P.3d at 1 046, citing and 
quoting, Webster v. Bechtel, Inc., 621 P,2d 890, 898 (Alaska 1980). 

36/ Fairbanks North Star Borough v. Dena Nend Henash, supra., 88 P.3d at 134-135 (“The Self- 
Determination Act confirms the federal government’s trust responsibility [towards American 
Indians and Alaska Natives]. The Act has the purposes of improving the provision of federal 
services by making them more responsive to tribal needs, and improving the functioning of the 
tribes through increased self-government. Thus, Self-Determination Act contracts are not 
merely conduits for federal funding that would be provided in any event. By reorganizing the 
services and their provision, the contracts permit tribes to "improve]] ... the moral, mental, and 
physical welfare” of the individuals and the group.”). 
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pervasively regulated” by the federal government.’” Federal law has entirely occupied the 
field of health care for American Indians and Native Alaskans.’*' 

The CHAP is a prime example. The provision of health care services by 
CHA/Ps - including dental health aides and therapists - to Native Alaskans and American 
Indians in Alaska’s villages is “comprehensively and pervasively” regulated by the federal 
Community Health Aide Certification Board. The members of the Board are appointed by 
the federal Secretary of Health and Human Services. The Board has set strict, detailed, 
comprehensive standards for CHA/P and dental health aide training, practice, continuing 
education and performance monitoring.”' Our clients’ dental health aides are closely 
regulated by this federal agency. Their activities directly further explicit Congressional 
goals for improving Alaska Native dental health care,**' 

Thus, according to long-established Constitutional doctrine, by so 
comprehensively occupying this area, the federal government has preempted state regulation 
of the CHAP, including regulation of CHAP dental health aides by the State Board of Dental 
Examiners.*'' 


37/ Ketchikan Gateway Borough v. Ketchikan Indian Corporation, 75 P.3d 1042, 1049 (Alaska 
2003) (Kabe, C.J., joined by Carpeneti, J., dissenting). When deciding whether federal law 
prevail.? in tribal matters, the Alaska Court applies “a flexible preemption analysis sensitive to 
the particular facts and legislation involved. Each case 'requires a particularized examination of 
the relevant state, federal and tribal mletests.’" Ketchikan Gateway Borough v. Ketchikan Indian 
Corporation, 75 P. 3d 1 042 (Alaska 2003), citing and choosing to follow, Ramah Navajo School 
Bd., Inc. V. Bureau of Revenue of New Mexico, 458 U.S. 832, 838 (1982) (holding ISDEAA 
preempts New Mexico gross receipts tax) (“federal statutes and regulations relating to tribes and 
tribal activities must be ‘construed generously in order to comport with . . , traditional notions of 
sovereignty and with the federal policy of encouraging tribal independence.’”), 

38/ hiip://www,ihs.gov/NonMedicalPrograms,''SolfGovcnianco'indcx.asn (Indian Health Service, 
Office of Trial Self-Governance); ISDEAA Title V, Pub. L. 106-260, Sec, 2 (“Tribal Self- 
Govemance Amendments of 2000”) (“transferring full control and funding to tribal governments, 
upon tribal request, over decision-making for Federal programs, services, fuirctions, and 
activities (A) is an appropriate and effective means of implementing the Federal policy of 
govemment-to-govemment relations with Indian tribes; and (B) strengthens the Federal policy of 
Indian self-determination.”). 

39/ See generally, Community Hpalth Aide Program Certification Board Standards and 
Procedures (Jan. 2005). 

40/ 25 U.S.C. § 1 602(b)(20) - (26), 

41/ Nat 'l Audubon Society V. Davis, 1,01 F.2dat85!, For example, tribally operated health care 

facilities are entitled to payment by Medicare and Medicaid without being State licensed. The 
federal government takes the position that “tribally ow'tied and operated [ISDEAA] 638 facilities 
are ‘IHS facilities’ [and] must meet all applicable standards for licensure but need not obtain a 

(continued...) 
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7.0 Incompatibility of State Regulation 

This conclusion is bolstered by the incompatibility doctrine. As the United 
States Supreme Court stated, when holding that the Indian Gaining .Act preempted California 
from imposing gambling laws on tribal casinos, “[sjtate jurisdiction is preempted ... if it 
interferes with or is incompatible with federal and tribal interests reflected in federal law, 
unless the state interests are sufficient to Justify assertion of state authority This analysis 
rejects “a narrow focus on congressional intent to preempt state law as the sole touchstone" 
in matters that affect tribal interests, and equally rejects “the proposition that preemption 
requires ‘an express congressional statement to that effect.”'”' The question is whether 
exercise of the state asserted authority with burden or interfere with the federal government’s 
accomplishment of its goals.'''*' 

The federal and tribal interests involved in providing dental health care services 
to Alaska Natives are indisputably substantial and significant. The right to adequate health 
care services is among the most fundamental and important rights of the Alaska tribes that 
have created and maintained the Alaska tribal health system."®' Congress explicitly stated 
that improving dental health care is an important goal of the CHAP,'”' 


41/ (...continued) 

Slate license," HCFA MOA, 12/19/1996, at 1. hnp:.'/wv\ ii.cms.hhs.gov/aian/moarinal.ndf : 42 
CFR§ 431.110. 

42/ California v. Cabaion Band of Mission Indians, et. at, 480 U.S. 202, 216 (1987). 

43/ Ne^v Mexico, 462 U.S. at 334, citing, White Mountain Apache Tribe v. Bracker, 448 U.S. 136, 

144 (1980); see also California v. Cabazon Band of Mission Indians, 480 U.S. 202, 215-222 
(1987). 

44/ See generally, Leslie Miller v. Arkansas, 352 U.S. 187 0956), applied in United States v. 

Commonwealth of Virginia, 972 F.Supp. 1008 (E.D. 'Va. 1997) (State’s private investigator and 
security officer licensing laws do not apply to individuals performing background checks for the 
FBI; federal preemption applies to bar enforcement because “the state .statute forms an obstacle 
to the accomplishment and execution of Congressional objectives”); discussed in Gartrell 
Construction Inc. v. A ubry, 940 F,2d 437 (9* Cir. 1991), citing. Electric Const. Co. v. Flickinger, 
485 P.2d 547 (Arizona), cert, denied, 404 U.S. 952 (1971) 

45/ As noted above, the Alaska Supreme Court recognizes that federal and tribal interests in self- 

governance of health care services are important and significant. Fairbanks North Star Borough 
V. Deni Neni Henash, supra., 88 P.3d at 134-135. The strong federal interest in the provision of 
health care scivices to Alaska Natives through the tribal health system is emphasized by 
ISDEAA’s reassumption and retrocession provisions. 25 U.S.C. § 458aaa-5(f). Also see. Alaska 
Tribal Health Compact, Art. 11, Sec. 11. 

46/ 25 U.S.C. § 1602(b)(20) -(26). 
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In contrast, the State Dental Board’s interests with respect to the CHAP are, 
comparatively, minimal The federal Community Health Aide Certification Board 
“comprehensive[ly] and pervasive! ly]” regulates the CHAP dental health aide program. The 
tribal health providers must meet stringent Indian Health Service, Centers for Medicaid and 
Medicare Service standards, and Joint Commission on Accreditation of Health Care 
Organizations standards. While the Alaska Dental Board certainly has an interest in 
monitoring the unregulated practice of dentistry in Alaska, the federal government’s 
comprehensive regulation of the CHAP obviates any legitimate interest for additional 
regulation by the State Board. 

Our clients are gratified that the State Board recognizes that improving the 
dental health of rural Alaska residents should be an important policy goal for the State 
government. If applied to our clients, however, the “dentists only’’ model of service delivery 
would prohibit the CHAP’s dental health aides from providing critically needed dental health 
care services in rural Alaska. This would be a great detriment to the Alaska Native 
beneficiaries of the CHAP, would directly contravene Congress’s goals for the CHAP 
program, and would seriously “interfere with [and be] incompatible with federal and tribal 
interests reflected in federal law,’’"' 

8.0 Federal Instrumentality Doctrine 

We note also that in delivering health care and related services under Indian 
Self-Determination Act compacts with the United States, including CHAP dental health aide 
services, our clients effectively "stand in the (federal] government’s shoes.’’**' As the federal 
government’s “alter ego,” they are immune from state regulation to the same extent as the 


47/ California V. Cabazon Band of Mission Indians, el. al, supra., AHOV.S. iit2\6 (19S1}. Wenote 
that Congress’ power to regulate matters relating to American Indians and Alaska Natives arises 
under the Indian Commerce Clause and has been interpreted broadly. The Supreme Court often 
refers to the Indian Commerce Clau.se as the primary constitutional provision supporting modem 
exercises of federal power over Indians. Despite the reference to ‘commerce’ with the Indian 
tribes, such commerce need not be interstate in character or impact for the Indian Commerce 
Clause to apply. Sec McClanahan v. Arizona Stale Tax Comm 'n., 411 U.S. 164, 172 n.7 (1973) 
(noting that it is generally recognized that the source of federal authority over Indian matters 
derives from the federal responsibility for regulating commerce with Indian tribes and for treaty 
making); United States v. Antelope, 430 U.S. 641, 646, n. 6 (1977) (noting that singling out of 
Indian tribes as subjects of legislation is expressly provided for in the Constitution); Morton v. 
Mancari,4\l U.S. 535 (1974) (stating Congress has plenary power, based on history of treaties 
and assumption of a guardian-ward status, to legislate on behalf of federally recognized Indian 
tribes; this power is drawn both explicitly and implicitly from the Constitution itself). 

48/ United States v. New Mexico, 455 U.S. 720, 736 (1982). 
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United States itself.*”' Or, put another way, the CHAP is “so intimately connected with the 
exercise of a power or the performance of a duty” by the federal government that state 
regulation would be “a direct interference with the functions of government itself.”*"' In 
fulfilling the United States’ trust obligations, our clients act not only for, but as, the United 
States, and arc thereby immune from state regulation.**' 

9.0 State of Alaska’s Medicaid Claims 

We also note that the State’s Department of Health and Social Services takes 
the position that our clients are operating federal programs when it submits claims for 
reimbursement to the federal government for CHA/P services. This is authorized by federal 
law; 


49/ Id.; see also U.S. v.Boyd,ili U.S. 39,47-48(1964), U.S. v. City of Spokane, 91S F.2d 84(9* 

Cir. 1990) (Red Cross is a federal instmmcntality immune from state taxation). 

50/ United Slates v. Mexico, 455 U.S. 720, 736 (1982) (quoting James v. Dravo Contracting Co., 302 

U.S. 134, 157 {\9il));accord, Leslie Miller V. Arkansas, 35211.5. 187 {1956), Garlrell 

Construction Inc. v. Aubry, 940 F.2d 437 (O* Cir. 1991), and United States v. Commonwealth of 

Virginia, 972 F.Supp. 1008 (E.D. Va. 1997). 

51/ 25 U.S.C. § 450 et seq. ISDEA A vests contracting Alaska Native health care organizations with 

the funding and privileges of federal agencies, including: 

(1) at least as much funding for their facilities and programs as if IHS were directly 
operating them (25 U.S.C. § 450j-l (a)(1); see also 25 U.S.C. § 458cc{/)); 

(2) ton defense and immunity under the Federal Ton Claims Act for claims arising from 
operation of their programs, as “a part of the Public Health Service in the Department of 
Health and Human Services” (25 U.S.C. § 450f(d) and related uncodified provisions of 
law); 

(3) access to federal sources of supply, including pharmaceuticals from the federal supply 
source, as an "executive agency”(25 U.S.C. § 450j(k); 

(4) full use of federal property in administering programs under the ISDEAA (25 U S C § 
450j(f); 

(5) having federal employees detailed to work at their facilities and in their programs (5 
U.S.C. §§ 3372(a)(1) and 3371(2)(c)); 

(6) having their employees retain federal rights and benefits (5 U.S.C. § 3372 and 25 U S C 
§ 450i(e)); 

(7) obtaining federal excess or confiscated property (25 U.S.C. § 450/(c)) at (b)(8)(E)); and 

(8) use federal motor vehicles (25 U.S.C. § 450/(c)), at (b)( 1 )). 
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[T]he Federal medical assistance percentage shall be 100 per 
centum with respect to amounts expended as medical assistance 
for services which are received through an Indian Health 
Service facility whether operated by the Indian Health Service 
or by an Indian tribe or tribal organization.^^' 

The 1996 Memorandum of Agreement (“MOA”) between IHS and the Heath 
Care Financing Agency (now the Centers for Medicare and Medicaid Services, or “CMS”) 
confirms that health care facilities operated by our clients are considered federal facilities 
eligible for “100% FMAP,” i.e., Medicaid charges for services provided at these facilities 
are paid in full by the federal government without a matching State contribution.’^' The State 
of Alaska is paid “with 100% Federal medical assistance percentage (FMAP) for payments 
made by the State for services rendered through an IHS owned or leased facility or a tribal 
638 facility, including those provided by CHA/Ps and dental health aides at our clients’ 
village clinics. 

The 1996 MOA describes the basis for this treatment in detail, emphasizing 
that the provision of health services by tribes and tribal organizations are integral parts of the 
federal health care programs for American Indians and Alaska Natives: 

The United States Government has a historical and unique legal 
relationship with, and resulting responsibility to, American 
Indian and Alaska Native people. A major national goal of the 
United States is to provide the quantity and quality of health 
services which will permit the health stams of Indians to be 
raised to the highest possible level and to encourage maximum 
participation of American Indians and Alaska Natives in the 
planning and management of those services. 

The health care delivery system of American Indian and Alaska 
Native tribes with this unique government-to-government 
relationship consists of IHS-owned and operated health care 
facilities, IHS-owned facilities that are operated by American 
Indian and Alaska Native tribes or tribal organizations under 
[ISDEAA] Section 638 agreements (contracts, grants, or 
.compacts), and facilities owned and operated by tribes or tribal 
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52/ 42 use § ]396d (emphasis added); see a/50 42 use § I396j aflf/25 USe § J642. 

53/ MOA, IHS and HCFA, 12/19/1996, at 1. htin://w\vw.cms.[ihs.»ov/ai:iii,''moarina].ndf . .s<?e o/.so 
North Dakota v. CMS, R3d , case no. 03-3954 (8”* Cir., 2005)^ 

54/ DHHS Memo, 12/23/1998, htm://\vww.cm.s.hhs.gov/a}uri.''I298memo.asp 
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organizations under such agreements.^*' 

The State of Alaska receives a substantial financial benefit by claiming the 
100% FMAP from Medicaid for the CHAP services it purchases from our clients. It would 
be anomalous for the State to claim the CHAP dental health aides are providing federal 
services when billing Medicaid, but to argue they are not involved in a federal program for 
purposes of regulation by the State Dental Board.**' 

10.0 Conclusion 

Wc respectfully submit that, as a matter of federal law, the Community Health 
Aide Program’s dental health aides and dental health therapists are not required to obtain 
State of Alaska licenses to provide dental health care services for our clients’ patients. We 
trust that, upon analysis, you will agree that the State Board of Dental Examiners does not 
have jurisdiction over this critically important program. 

Our clients sincerely appreciate the opportunity to comment on this matter, and 
would be pleased to provide any additional information you might need. Please do not 
hesitate to contact us if you need additional information, or if you would like comments in 
response to any additional communications from the Alaska Dental Society, the American 
Dental Association or the State Board of Dental Examiners. 

Thank you very much. 


Sincerely, 

SONOSKY, CHAMBERS, SACHSE, 
MILLER & MUNSON, LLP 

/s/ 

By: Myra M. Munson 

Richard D. Monkman 


55/ MOA, IHS and HCFA, 12/19/1996, at 1. http:.'V'wvv\v.cms.hhs.CQv/aian/nioanna!.pdf 

56/ The doctrine of equitable estoppel applies against the State of Alaska in “certain exceptional 
cases." We believe the Courts may find this is one of those “exceptional cases,” given the 
significant financial benefits obtained by the State through its Medicaid billings. Cf. Alaska 
Trademark Shellfish. LlC. v. Slate, 9] P,2d 953 (Alaska, 2004), citing. State v. Schnell, 8 P.3d 
351, 356 (Alaska 2000) and IVassink v. Hawkins, 763 P.2d 971, 975 (Alaska 1988). 
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Attachments; 

Community Health Aide Program Certification Board — Standards and Procedures 
(Jan. 2005) 

Letterfrom Dr. CharlesW. Grim, D.D.S.,M.H.S. A., Assistant Surgeon General and 
Director of the Indian Health Service, to H. Sally Smith, Chair, Bristol Bay Health 
Corporation, Oct. 12, 2004 

Copies by electronic mail, with attachment: 

Hon. Ted Stevens, U.S. Senate 
Hon. Lisa Murkowski, U.S. Senate 
Hon. Don Young, U.S. Congress 

Eric Broderick, D.D.S., Senior Advisor Tribal Health Policy, DHHS, Office of 
Intergovernmental Affairs, Office of Tribal Affairs 
Charles W. Grim, D.D.S., M.H.S.A., Assistant Surgeon General, Director Indian 
Health Service 

Hon, Joel Gilbertson, Commissioner, DHSS 
Hon. Edgar Blatchford, Commissioner, DCCD 
State of Alaska Board of Dental Examiners 

Ms, Gayle Horetski, Assistant Attorney General, Department of Law, Juneau 
Clients 
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80*357480 96195-7480 fax: (206) 665-8024 

HSBB-530 nacrohdfgu.washingtw.edu 


July 26, 2005 

STATEMENT BY PETER MILGROM. DPS IN SUPPORT OF THE 
ALASKA DENTAL HEALTH AIDE THERAPIST PROGRAM 


University OF 
Washington 

; NORTHWEST/ALASKA 
CENTER TO REBWCI 
ORAL HEALTH DISPARITIES 


Please submit this statement into the record of the hearing of July 14, 2005 regarding 
S1057 “The Indian Health Care Improvement Act Amendments of 2005”. 

Qualifications: I am Professor of Dental Public Health Sciences in the School of 
Dentistry at the University of Washington in Seattle. I also am Adjunct Professor of 
Health Services in the University of Washington School of Public Health. In addition, I 
am director of the Northwest/Alaska Center to Reduce Oral Health Disparities. This 
center, one of five in the United States, is supported by the National Institutes of Health. 1 
serve as a consultant to the National Center on Minority Health and Health Disparities. I 
am a 1972 graduate of the University of California, San Francisco, School of Dentistry. 
Before coming to the University of Washington, I was a member of the staff of the 
Institute of Medicine of the National Academy of Sciences in Washington, D.C. I have 
served as a visiting professor at universities in the United Kingdom, South America, 
Europe, China, and Southeast Asia. I have been involved in the development of 
community-based programs for the prevention of early childhood caries and in improving 
access for children to private dental offices and nonprofit community and public health 
clinics in the United States and other countries. I conduct a dental practice limited to the 
care of the fearful and mentally jll., I was recognized in 1999 as the Distinguished Dental 
Behavioral Scientist by the International Association for Dental Research and received 
the Borrow Milk Award in 2000 from the same organization in recognition of my work in 
public health. The American Association for Dental Research recognized my work with 
the Giddon Award in both 1999 and 2000. I received the Martin Luther King, Jr. 
Community Service Award from the University of Washington in 2003 and was 
recognized in 2004 with a Commendation Award from the National Legal Aid and 
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Defenders Association for my public service on behalf of children. I have written five 
books and published more than 200 articles in professional journals. 1 am currently 
conducting research related to access to dental care for low-income children involving 
physicians as well as dentists. I am a member of the American Dental Association, the 
Washington State Dental Association, and the Seattle King County Dental Society. 
Within the latter organization, I have served as a member of the Executive Council. I 
have recently been appointed a consultant to the Washington State Dental Quality 
Assurance Commission. 

In the course of my teaching and research I have personally worked with Dental 
Therapists and Nurses in New Zealand. Canada. Singapore, Malaysia and US-affiliated 
states and territories in the Pacific. I have served as a consultant to the training program 
in Singapore and taught in continuing education classes for Canadian therapists. 

What type of dental care should Native Alaskan and other American 
Indian children and adults receive? 

Native Alaskan and other American Indian children and adults should receive 
preventively-oriented dental care from the same clinic and from the same provider 
continuously throughout the life-span. I stress the need for continuity both in place and 
provider because research demonstrates that such care carries the highest probability of 
reducing the oral health disparities that plague native populations, particularly in rural 
areas. The current system, with its many unfilled dentist positions, fails to adequately 
serve this population. Moreover, the current output of all dentistry-training programs in 
the U.S. is inadequate to fill Community and Migrant Health Centers in the lower 48 
states as well. Like in Alaska, more than 35 percent of positions are unfilled. Only about 
^0 percent of children served by Medicaid anywhere receive any dental care in a given 
year. Care is simply not available: participation rates by private practice dentists are very 
low. Because of these factors, few Native Alaskan and Native American children and 
adults receive preventive care and native communities will fail to meet the goals of 
Healthy People 2010. The Surgeon General and the Director of the National Institute of 
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Dental and Craniofacial Research and the Center for Minority Health and Health 
Disparities at NIH both have identified this health disparities problem and both NIH and 
IHS have supported work in my Center to help reduce these disparities. 


are Dental Health Aide Therapists an appropriate response? 

As in medical care, DHA Therapists are generally drawn from the communities that they 
will serve. This strong link ensures culturally appropriate care and continuity. Therapists, 
as they are throughout the world, can be trained in two years in a specialized “need to 
know” curriculum. Physicians Assistants (PAs), Medex and military' corpsmen are 
trained in similar manner. We have trained Physician Assistants at the University of 
Washington for more than 30 years and continue to do so. PAs perform routine medical 
care and surgery. We have proposed that future therapists be trained at the University of 
Washington School of Medicine in the same program where Physician Assistants are now 
being trained to operate under the standing orders of physicians. The training would 
incorporate the latest efficient computer-assisted surgical teaching technology used in 
many parts of the world and in several state and private schools of dentistry. Bv 
establishing such a training program in a well-respected university program. Quality of 
care will not be an issue. The University of Kentucky College of Dentistry has also 
indicated its willingness to establish a training program, subject to the availability of 
funds. 

Moreover, the Alaska Native Tribal Health Consortium, with the support of HRSA, has 
established forward thinking credentialing, supervision, and continuing education 
requirements that protect Native citizens. Indeed, the continuing education requirements 
for these personnel are more stringent than required for licensure of dentists in many 
states including Alaska. There is simply no evidence that quality must suffer because 
well-trained paraprofessionals are utilized in a health care system. 
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The US Surgeon General has stated that poor oral health can lead to exacerbation other 
health problems such diabetes, cardiovascular disease and poor birth outcomes. The 
integration of the Dental Health Aide Therapist program into the ongoing system of 
medical care is likely to have benefits that go beyond oral health alone. Such integration 
has long been the goal of the Indian Health Service. In contrast, the typical dental 
practice is largely isolated and unconnected to the rest of the health care system. This 
piece-meal isolation of an essential element of overall health care in the private practice 
system in dentistry, particularly for health care for populations heavily impacted by 
health disparities, cannot be a model for future care. According to the Surgeon General, 
this model has largely failed our minority ethnic and low-income adults and children. 

I AM IN SUPPORT OF THE ALASKA DHAT PROGRAM AND OPPOSED TO 
RESTRICTIONS PROPOSED THAT WILL RESTRICT THE SCOPE OF 
PRACTICE OR THE USE OF FEDERAL FUNDS FOR THIS PROGRAM. 

Sincerely yours, 

Peter Milgrom, DDS 
Center Director 

Professor of Dental Public Health Sciences and Health Services 
University of Washington, Seattle 
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STATEMENT FOR THE RECORD 
SUBMITTED BY DAVID A. NASH, D.M.D., M S., Ed.D. 
William R. Willard Professor of Dental Education 
Professor of Pediatric Dentistry 
University of Kentucky Medical Center 


I am writing with regard to Senate Bill 1057, The Indian Health Care Improvement Act, and 
wish to offer my unequivocal support for the practice of Dental Health Aide Therapists in Alaska. 

I am David Nash, a professor of pediatric dentistty in the College of Dentistry at the 
University of Kentucky in Lexington, Kentucky. I am a board-certified pediatric dentist and have 
taught pediatric dentistry for 35 years at three of our nation’s dental schools. I am a past president 
of the College of Diplomates in Pediatric Dentistty. From 1987-1997, 1 was dean of the College of 
Dentistry at the University of Kentucky, and now teach pediatric dentistry fall time at UK in both 
the professional dental degree program and in our specialty training residency. 

I have been involved in the idea of developing and deploying dental therapists in the United 
States since the current initiative began in late 2000/early 2001. As a component of a previously 
arranged sabbatical, I traveled to New Zealand in 2003 to study the School Dental Service there 
and their exclusive use of dental therapists. (97% of all children in New Zealand are treated by 
dental therapists in the School Dental Service.) My research was conducted at the University of 
Otago in Dunedin, which is New Zealand’s national dental school. My host professor was Dr. 
Thomas Kardos, who was responsible for the dental therapy curriculum. The first group of students 
sent from Alaska to participate in the curriculum had arrived at the University a few months before 
me. During my time at the University I studied the School Dental Service as well as the curriculum 
for dental therapy. 

Subsequent to my return I published an article in the .loumal of Dental Education entitled 
“Developing and Deploying A Pediatric Oral Health Therapist to Help Address Oral Health 
Disparities in Children,” in which 1 advocated that we develop and deploy dental therapists (which 
I call “pediatric oral health therapists”) to address the significant disparity in oral health we have 
between the children of middle class America and our economically disadvantaged children. I am 
attaching the article for your reference. Because of the current interest in this topic, the editor of 
the Journal of Dental Education recently asked if I would write a “Letter to the Editor” to provide 
the nation’s dental educators with a brief history and the current status of the dental therapy 
initiative in the United States. That letter was written with Dr. Ron Nagel, the Indian Health 
Service dentist who has been providing leadership, along with the Alaska Native Tribal Health 
Consortium, for the dental therapy initiative in Alaska. The letter provides a summary of how we 
have arrived at where we are today. 
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I have been a member of the American Dental Association for over 35 years. It is 
extremely disappointing to me to witness the ADA’s attitude and behavior in this matter. However, 
it should not come as any surprise. The ADA has been opposed to three other attempts, since the 
late 1 940s, to add a person such as a dental therapist to the dental team. Their efforts at this time 
are particularly reprehensible in that dental disease is epidemic in our lower socio-economic 
groups, with the AI/AN population being the worst. Dentists throughout the nation (and the 
American Dental Association) continue to ignore these children, both in policy and practice. As is 
made clear in the various papers referenced above, this is an issue of social justice; a moral issue 
that needs to be addressed by the society. It is also veiy unfortunate that the ADA leadership has 
chosen to use hyperbole in their rhetoric in an attempt to scare the public regarding dental care by 
dental therapists. The evidence of many years and multiple coimtries documents that these well- 
trained individuals provide safe, quality care. In fact, for their scope of practice, they are better 
prepared than a graduating dentist. The ADA’s campaign is thoroughly disingenuous. 

I noted that in the ADA’s testimony to the Senate Committee they referenced and attached a 
proposal for a so-called “Community Oral Health Provider.” (CHOP) This idea was a last minute 
effort on the ADA’s part to propose something so that they could demonstrate some proactive 
concern for the problem. The proposal was developed this spring by a group of four individuals 
who were paid to do this “independent” work. A very respected public health colleague. Dr. Jay 
Friedman, critiqued their proposal in a devastating manner. CHOP just does not make sense, except 
as a proposal to undermine the dental therapist initiative and maintain the ADA hegemony over 
oral health in our country. 

May I thank you for taking the time to read what has become somewhat of a discourse. I 
encourage Senator Murkowski to help the other Senators on the Committee understand what is at 
stake in this reauthorization, which is nothing less than the oral health of Alaska Native children. If 
this modest initiative is successful, it is conceivable the concept could grow and extend to 
American Indian children, and ultimately to disadvantaged children throughout the United States. 

If I can ever be of any assistance or support I trust that you will not hesitate to contact me. 


Respectfully yours, 


David A, Nash, D.M.D., M.S., Ed.D. 

William R. Willard Professor of Dental Education 
Professor of Pediatric Dentistry 
University of Kentucky Medical Center 
800 Rose Street 

Lexington, Kentucky 40536.0297 
Office: 859.323.2026 
Fax: 859.323.4685 



759 


Critical Issues in Dental Education 

Developing a Pediatric Oral Health Therapist 
to Help Address Oral Health Disparities 
Among Children 

David A. Nash, D.M.D., M.S., Ed.D. 

Abstract: Oral Health in America: A Report of the Surgeon General documented the profound and significant disparities that 
exist in the oral health of children in the Unit^ States. Recently, the country has been issued a National Call to Action to 
Promote Oral Health, undCT the leadership of the Office of the Surgeon General. Among die significant factors contributing to the 
disparities problem is the access to oral health care by disadvantaged populations. There are in^equate numbers of dentists able 
and willing to treat children, particularly poor and minority child^. bi the early part of the twentieth century. New Zealand 
faced a si^ficant problem with oral disease among its children and introduced a School Dental Service staffed by allied dental 
professionals, known as “school dental ntu^es,” who bad received two years training in caring for the teeth of children. A number 
of other countries have since adopted this model, This article reviews attempts to develop a comparable approach in the United 
States. Furthermore, it justifies and advocates the development of pediatric oral health therapists in the United States as a means 
of addressing the disparities problem that exists in this nation. These pediatric oral health th^^ists would be trained in a two- 
year {Hogram to provide dental care services to children. The article concludes by asserting that such action is a practical and 
cost-effective way for dentistry to fulfill its professional obligation to care for the ora) health of all children, thus ensuring justice 
in oral health for America’s children. 
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Univeraity of Keatucky, Direct correspondeace and requests for rqsints to him at the College of Dentistry, University of 
Kentucky, Lexington, KY 40536-0297; 859-323-2026 phone; 859-323-4685 fax; danash@email.uky,edu. 
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I n 2002 the Robert Wood Johnson Foundation Zealand school dental nurse, ^ the progenitor of the 

(RWJ) commissioned the National Conference pediatric oral health therapist advocated in this ar- 

of State Legislatures to conduct a study of policy tide, 

barriers to accessing oral health care and to suggest The disparities that exist in oral health among 

opportunities for intervention by the foundation. ‘ The children in the United Slates have been documented 

report expressed the view that “those who woric on in Oral Health in America: A Report of the Surgeon 
oral health issues seem very much rooted in (and CeneraP and the recent National Call to Action to 

mired in) the present, and are not thinking about bold Promote Oral Health* This article will review these 

newsolutions.”Amongtheseverairecommendadons disparities in the context of exploring one strategy 
to RWJ was one to fund “oul-of-the-box” thinking. to help address the problem, and it will suggest rea- 

Developing a pediatric oral health therapist is sons for these disparities, focusing primarily on the 

not a bold new solution, nor is it out-of-the-box think- problems of access to dental care for which the den- 

ing. While it may be out-of-thc-box in the United tal profession has not provided a solution. It will also 

States, it is clearly within-the-box of international review the use of allied dental professionals in other 

thinking. This potential solution for helping address countries, with the New Zealand school dental nurse 

the access problem for low-income and minority chil- (now called a dental therapist) as an example- de- 

dren in the United States is actually an old solution scribe the curriculum in which these allied profes- 

that was boldly undertaken by the New Zealand Den- sionals are trained; delineate the competencies they 

tal Association and the people of that nation, who in attain; profile the environment in which they prac- 

i 92 1 developed the now internationally famous New tice; and suggest means by which these international 
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programs can inform the development of pediatric 
oral health therapists to help address dental care dis- 
parities in the United States. Finally, the existence 
of oral health disparities in the world’s most affluent 
nation will be addressed as a moral problem, an is- 
sue of justice, and a problem American dentistry must 
resolve if it is to validate its continuation as a pro- 
fession, in the classic sense of that word and con- 
cept. President John Kennedy once said that “Chil- 
dren may be the victims of fate — they must never be 
the victims of neglect.” 


Epidemiology of Oral 
Disease and Access to Care 

A recent article in the journal Pediatrics iden- 
tified dental care as the most prevalent unmet health 
need in U.S. children.’ Numerous studies, many of 
which were cited in the Surgeon General i Report, 
document the profound and signiricant disparities in 
oral health among America’s children. Children lose 
52 million hours of school time each year due to den- 
tal problems,* and poor children experience nearly 
twelve times as many restricted activity days from 
dental disease as do children from higher income 
families.® Eighty percent of dental disease among 
children is found in 20-25 percent of children (ap- 
proximately 1 8 million), and these are primarily chil- 
dren from African-American, Hispanic, American 
Indian/Alaskan Native, and low-income families.'® 
The prevalence and severity of dental disease are 
linked to socioeconomic status across all age groups. 

Access can be understood as the ability to per- 
sonally utilize professional health services to achieve 
optimal health results. Clearly, the problem of ac- 
cess to ora! health care for children is multidimen- 
sional; involving complex social, cultural, educa- 
tional, and financial issues. Access to oral health care 
also is influenced by the system that the profession 
of dentistry operates today to deliver its services to 
the public. 

Relevant facts regarding children’s access to 
oral health care include the following: 

• Children with no dental insurance are three times 
more likely to have an unmet dental need than their 
counterparts with either public or private insur- 
ance.* 

• Children from families with incomes below 200 
percent of the federal poverty level (FPL) arc three 
times more likely to have unmet dental care needs 


than children from families at or above 200 per- 
mit of the FPL.’ One in four children are bom 
into families with incomes below the FPL,* which 
in 2003 was $18,400 fora family of four.” 
Nearly 25 percent of America’s children are en- 
titled to comprehensive dental coverage by Med- 
icaid, yet fewer than one in five of these received 
a single preventive visit in a recent year-long study 
period.'* Poor children have one-half the number 
of dental visits of higher income children.® 

One in four American children have not seen a 
dentist prior to beginning kindergarten.® 

Wliile almost 90 percent of poor children have a 
usual source of medical care and 74 percent of 
poor children nineteen to dmty-five months of age 
receive all their vaccinations, only 22 percent of 
all children under age six years receive any dental 
care.” 


Barriers to Access 

While multiple barriers to access have been 
identified,'-*'^'* two will be examined here in the 
context of advocating for the development of a pedi- 
atric oral health therapist. These two are dentists and 
leadership/advocacy. 

Dentists 

Dentists are among the more significant barri- 
ers to access for disadvantaged populations: their 
numbers, distribution, and ethnicity; their education; 
and their attitudes. 

First, the number and distribution of dentists 
in the United States contribute to the inadequate ac- 
cess to care for children in greatest need. The den- 
tist/population is declining from its peak of 59.5/ 
100,000 in ] 990 and will drop from the current 58/ 
100,0(M) to 52.7/100,000 in the year 2020 — a decline 
of 10 percent. '*•” Compounding the access issue is 
the location of dental practices. The overwhelming 
majority of dentists practice in suburbia, with few 
practicing in the rural and inner-city areas where 
children with the greatest need live. In fact, the num- 
ber of federally designated shortage areas has more 
than doubled from 792 in 1993 to 1,895 in 2002.'* 

Approximately 12 percent of the population is 
African-American, but only 2.2 percent of dentists 
are. Individuals of Hispanic ethnicity make up an- 
odier 10.7 percent of toe population, yet only 2.8 
perrent of dentists are Hispanic.'* Less than 5 per- 
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cent of entering student dentists are Africaa-Amcri- 
can, and less than 5 percent are Hispanic.*’ Yet the 
demographics of oral disease indicate that dtese two 
minority groups comprise a significant proportion 
of the disparity problem. 

A second barrier is that student dentiste <to not 
receive adequate instruction and experience in treat- 
ing children. In a recent study entitled “U.S. 
Predoctoral Education in Pediatric Dentistry: Ite 
Impact on Access to Dental Care,” Seale and 
Casamassimo concluded that “U.S. pediatric den- 
tistry predoctoral programs have faculty and patient 
pool limit^ions that affect competency achievement 
and adversely affect training and practice.”^ 

The number of pediatric dentists also contrib- 
utes to access barriers for children. There has been a 
significant increase in the number of pediatric den- 
tists over the past thirty years, but there are still only 
4,357 trained specialists in children’s dentistry prac- 
ticing in the United States loday.^' Compare this with 
the 57,000 pediatricians who care for the general 
health of the nation’s children.^ 

In a President’s Report entitled “We Need 
Help,” Dr. Paul Casamassimo, then-president of the 
American Academy of Pediatric Dentistry, stated it 
bluntly and well: “even with a Herculean increase 
in framing positions [for pediatric dentists], improved 
woricforce distribution, and better reimbursement and 
management of public programs, pediatric dentistry 
[the specialty] will never be able to solve this na- 
tional problem [of disparities] alone. We need help."^ 
The third factor that contributes to access bar- 
riers is the attitude of dentists. Dentists generally do 
not want to treat publicly insured children, be they 
children covered by Medicaid or the State Children’s 
Insurance Program (S-CHIP). It is difficult to dis- 
cuss the issue of access to care, paniculariy when 
focusing on the disparities that exist in oral health 
among America’s children, without referencing the 
Medicaid system. Medicaid provides an entitlement 
to comprehehsive dental services for children who 
live at 150 percent of the federal poverty level 
($27,600 for a family of four in 2003) or below; such 
care is a mandate.^* The S-CHIP program, “ autho- 
rized by Congress in 1997, extends dental services 
to children living at 200 percent of poverty ($36,800 
for a family of four in 2003) or below. Yet Medicaid 
and S-CHIP fail to meet the oral health needs of 
America’s children. 

Dentists offer multiple reasons for failing to 
treat children with publicly fmanced insurance, in- 
cluding low reimbursement schedules, demanding 


paper work and billing requirements, and the frequent 
failure of parents of these children to keep sched- 
uled appointments. A 1996 sfridy indicated only 10. 
percent of America’s dentists participate in the 
nation’s program to help ensure access to oral health 
care for poor American children. The report to RWJ 
by the National Conference of State Legislatures 
(NCSL) states that even though reimbursement rales 
may be dismal, many state legislators believe that 
dentists “have a community service obligation . . . 
[to participate in these programs], that they are not 
meeting.”' 

However, reimbursement does not appear to 
be the major issue. The General Accounting Office 
released a report in 2000 staling that “raising reim- 
bursement rates — a step 40 states have taken re- 
cently — appears to result in a marginal increase in 
use, but not consistently.”’’ For example, the state of 
Maine increased its fees for dental services by 40 
percent in ! 998, but utilization increased by only 2 
percent. The state of Indiana increased its Medicaid 
reimbursement rates to those approximating private 
insurance, and dentist participation increased by 6 
percent — but total participation by dentists was only 
26 percent. If raising reimburaement rates is a com- 
ponent of the solution to the Medicaid/S-CHIP di- 
lemma, such is not likely to happen any time soon, 
as states are struggling to dei with significantly 
shrinking state revenues. 

The problem is more complex than just reim- 
bursement. Most dentists are already as busy as they 
care to be, as they manage the increasing number of 
baby-boomers and others who require implants, es- 
thetic dentistry, and other complex services in high 
demand. The NCSL study indicated that dentists do 
not believe they need to see more patients to deal 
with the access issue, particularly when this action 
would mean seeing publicly insured patients. There 
is a significant cultural issue at work. Many denti.sts 
just do not want publicly insured patients in the re- 
ception areas and offices. 

Dentists, in general, are also leery of any pro- 
gram affecting their practices that has any sort of 
government relationship; it is the private practice of 
dentistry. American dentistry has relentlessly es- 
chewed government programs it believes might nega- 
tively impact private practice even though such pro- 
gramming could improve access to care for 
disadvantaged populations. In a recent issue of the 
Journal of the Massachusetts Dental Society, coedi- 
tors Drs. Norman and David Becker, in an editorial 
entitled “Raise Your Voice,” commented that “the 


toumal of Dental Education ■ Volume 68, Number 1 



762 


problem of children’s untreated dental disease is be- 
yond the scope of an organized charitable ftinction 
... the solution must be found in government 
programs.”^* 

As a result of the failure of dentistry to fulfill 
its professional obligation to care for the health of 
the public, society is becoming increasing impatient 
with dentists. This is borne out by informative, but 
disturbing, comment made to the researches in the 
NCSL study. One consistent finding was that there 
is a steady undercurrent of negative feelings about 
dentist among many of the people interviewed. 
People in every state included in the study made some 
potentially offensive and controversial comments 
about typical personality types of dentist: they are 
difficult to work with, extremely independent, resis- 
tant to change, and don ’t partner well with other pro- 
fessionals.’ 

If dentistry fails to engage and creatively de- 
velop solutions to the problem of oral health care for 
the poor and disadvantaged (especially children), we 
run the serious risk of losing the status a society grants 
to a profession and jeop^dizing the monopoly we 
have received to practice dentistry. 

Lack of Effective Leadership/ 
Advocacy 

The NCSL report to RWJ further states that “a 
consistent theme ... is the lack of effective advo- 
cacy for oral healdi issues in general and access to 
dental care for low-income people in particular.’” 
Those individuals who form public policy, both at 
the state and federal level, have a low level of aware- 
ness, knowledge, and/or interest concerning issues 
of oral health. There are few champions of die issue 
in the halls of Congress or our state capitols. And 
there are not strong coalitions of support among pub- 
lic advocacy bodies. 

The report went on to emphasize that the main 
and most powerftil advocacy group for oral health 
issues in most states is the state dental association. 
While calling such associations extremely powerful, 
possibly second in influence only to state medical 
associations, the report expressed the view that den- 
tal associations are "poor advocates for access to 
dental services, particularly for Medicaid and S-CHIP 
beneficiaries, as they are perceived as self-serving 
in seeking increased reimbursement rates.” It also 
suggested they are perceived as providing “false lead- 
ership or ‘lip service’ to access issues for low- 
income people."' 


There is a dearth of leaders in dentistry advo- 
cating elimination of barriers to oral health, improv- 
ing access, and erasing the disparities diat exist. One 
would expect the American Dental Association 
(ADA) to provide such leadership and advocacy; 
however, the comment in the NCSL report about “lip 
service” is probably accurate. Although the ADA sup- 
ports die concept in principle, it generally opposes 
any programs that would significantly alter the sta- 
tus quo. It advocates volunt^ charity care by its 
members, but rejects expansion of organized public 
headth programs that would be more effective. Tlie 
ADA NewsP recently praised the generosity of den- 
tiste in addressing the disparity problem through their 
donation of time to the “Give Kids a Smile” promo- 
tion during National Children’s Dental Health Month 
and stated, without documentation, that dentists pro- 
vide $1.7 billion of charity care annually. The public 
relations campaign extended to having a legislator 
(Rep. Cantor, R- Virginia) introduce a resolution in 
Congress commending dentists for their efforts in 
addressing the issue of access for poor children and 
congratulating the American Dental Association on 
its efforts. Certainly there is merit in feeling good 
about oneself and one’s profession; however, it is 
difficult to document substantive advocacy for genu- 
ine access from the ADA. 

In March 2003 a President’s Commission of 
the American Dental Education Association (ADEA) 
released a report entitled “Improving the Oral Health 
Status of All Americans: Roles and Responsibilities 
of Academic Dental Institutions.”” The report pro- 
vides comprehensive background information and 
justificatioQ for change, and while none of the five 
major categories of recommendations are inappro- 
priate, DO specific strategies are advocated that pro- 
vide creative leadership for change. Rather, the re- 
port seems to encourage more intensive continuance 
of what is been being done — ^that is, working at the 
margins, rather than initiating significant change. 

The report does propose, as one of its thirty- 
four recommendations, educating dental and allied 
dental students to assume new roles in the preven- 
tion, detection, early recognition, and management 
of a broad range of complex oral and general dis- 
eases and conditions in collaboration with their col- 
leagues from other health professions. Including stu- 
dent dentists in the recommendation certainly dilutes 
any specific emphasis on developing new types of 
allied professionals or expanding roles for current 
ones. 
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New Zealand's School 
Dental Nurses 

In 1921 a group of tiiirty young women en- 
tered a two-year training program at Wellington, New 
Zealand, to study to become “school dental mixses” 
and in so doing transformed the oral health of the 
children of a country, laying the basis for what was 
to become an international movement.* New 
Zealand’s School Dental Service continues to this 
day and has developed an enviable record of caring 
for the oral health of all children in New Zealand. 
There have been changes in the School Dental Ser- 
vice through, the years, as well as in the training pro- 
gram for school nurses. However, the basic training 
and service strategies of over eighty years ago re- 
main intact, having stood the lest of time. The 
program's mantra through the years has been: “we 
train first-rate technicians, not second-rate dentists.’’** 

By the 1970s the School Dental Service bad 
grown to approximately 1,350 school dental nurses 
deployed in schools throughout New Zealand.” At 
that time there were training programs in Wellington, 
Auckland, and Christchurch. Each elementary school 
in New Zealand had its own dental clinic and, in most 
instances, its own dental nurse, though in some rural 
areas one dental nurse served more than one school. 
School dental nurses were employees of the federal 
health care system and were certified to perform oral 
examinations; develop treatment plans; provide pre- 
ventive services, including prophylaxis; administer 
locai anesthesia; prepare and restore pnroaiy and 
young permanent teeth; and extract primary teeth, 
all under the general supervision of a Ministry of 
Health dendsL Today, the health care system has been 
devolved to district health boards, and the school 
dental therapists {the name change occurred in 1988 
by a vote of the dental nurses) “operate under the 
direction and supervision of the principal dental of- 
ficer [of ihc district board], or other [licensed] den- 
tist acting on behalf of the principal dental officer.’’” 

The advent of high-speed instrumentation, 
water fluoridation, and modem transportation cre- 
ated changes in the New Zealand School Dental Ser- 
vice. Caries prevalence declined, dental nurses were 
able to provide care more efficiently, and they could 
travel to multiple schools more easily. TTie need for 
educating school dental nurses was r^iuced, not only 
due to these fiictors, but also because the attrition 
rate for dental nurses declined as more and more 


women chose to continue their careers as dental 
nurses even after marrying and having children. In 
1998 there were 569 school ckntal therapists in New. 
Zealand.^’ They care for 497,000 school children in 
over 2,000 schools.” (The population of New 
2^and is 4 millioa) Due to die decrease in the num- 
berof new therapists required, the training programs 
at Auckland and Christchurch were phased out in the 
1 980s, leaving only die one at Wellington. It too was 
closed in 1999, and the program moved to the na- 
tional dental school at the University of Otago, in 
Dunedin. In 2001 Auckland University of Technol- 
ogy established a program as well. The two training 
programs each admit approximately twenty students 
each year intt) the two-year curriculum.^’ 

New Zealand’s record of oral health for chil- 
dren is notable. All children from age two and one- 
half years of age (six months for children at high 
risk) through age thirteen are eligible to participate 
in the School Dental Service and receive free cora- 
preh«isive preventive and restorative care at their 
local school clinic by the school dental therapist. 
Children requiring root canal therapy, management 
of dental trauma, or extraction of permanent teeth 
are referred to private practitioners, who serve un- 
der contract with the government. Enrollment is not 
compulsory, yet 97 percent of ail school-aged chil- 
dren and 56 percent of preschoolers participate.” The 
School Dental Service remains a New Zealand 
“icon. ’’“As one colleague expressed it, “The School 
Dental Service has become an integral component 
of the New 2^ealand culture. To Kiwis it is like moth- 
erhood, apple pie, and the fiag.’’“ And it is highly 
valued, not only by the public, but by dentists as 
well.” 

Children who are medically compromised, 
handicapped, or present significant management 
problems are enrolled in a Special Dental Benefits 
program and are served by private practitioners, fre- 
quently specialists. There are nine licensed pediatric 
dentists in New Zealand, with eight of these work- 
ing in the public sector and only one in private prac- 
tice.” These special needs children account for some 
of the 3 percent of children not enrolled in the School 
Dental Service. Adolescents from fourteen to seven- 
teen arc seen in private dental offices under a Gen- 
eral Dental Benefits program whose funding is man- 
aged by the government on a capitation basis. 
Children who do not participate in the School Den- 
tal Service are generally seen in private practices, 
but without government financial support for such 
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care. After age seventeen, government support ftff 
oral health care is limited to emergency care for pain 
and/or infection. 

Dental caries continues to be a significant prob- 
lem for New Zealand children. It disproportionately 
affects the Maori (aboriginal New Zealandere), Pa- 
cific Islanders, and individuals from lower socioeco- 
nomic groups.^®-^'' Only 56 percent of the population 
drinks fluoridated water.^’ While the numbCT of de- 
cayed, missing, and filled primary and permanent 
teeth (deft and DMFT) of the children of New 
Zealand and the United Stat^ is rou^y comparable, 
of particular note are the differences in the compo- 
nents of these epidemiological indices. A 2003 re- 
port^* notes that 53 percent of five year olds are car- 
ies-free, with a mean eft of 1.8. At age twelve to 
thirteen, 42 percent of children are caries-free with a 
mean MFT of 1.6. What is suiprising and fascinat- 
ing about these data is that the decayed (d/D) com- 
ponents are not included in these figures. When asked 
about this anomaly, the University of Otago School 
of Dentistry’s epidemiologist indicated that these data 
represent the children enrolled in the School Dental 
Service and are collected at the end of each school 
year.” During the school year the decayed teeth have 
either been restored or extracted. Because of this 
emphasis on treatment, essentially all of the school 
children in New Zealand are free of carious infec- 
tion at the end of a school year. How does one ex- 
plain the success of such a program? In a 1972 ar- 
ticle in the Journal of the American Dental 
Association^ Friedman suggested that “perhaps it is 
the unusual circumstance of the application of com- 
mon sense.”^* 

Sir John Walsh, dean of New Zealand’s national 
dental school at the University of Otago from 1946 
to 1 97 1 , in addressing the Centennial Conference on 
Oral Health at Harvard in 1968, suggested the em- 
ployment of a “Care Index,” with such an index be- 
ing calculated by developing a ratio of the filled teeth 
component (the f/F) of the deft or the DMFT to the 
overall deft or DMFT.”-« In 1 968, the Care Index in 
New Zealand was 72 percent — meaning 72 percent 
of all teeth of children affected by caries had been 
restored. In the United States, that figure was 23 
percent. Dean Walsh made the claim that the Care 
Index provides a convenient measure of the effec- 
tiveness of a country in treating dental caries. Today 
the Care Index for New Zealand children approxi- 
mates 100 percent.” In the United States, the Care 
Index drops significantly when adjusted for income 
status. For primary teeth it is 72.3 percent for chil- 


dren at 300 percent of fee FPL, but only 48.7 per- 
cent for children at 100 percent of the FPL.^’ For 
permanent teeth it is 93.2 percent for children at 300 
percent of the FPL and only 72.3 percent for chil- 
dren at the 1 00 percent of the FPL.^' Such disparities 
help underscore fee access to care issue forpoor chil- 
dren. 


Training Dental Therapists in 
New Zealand and Elsewhere 

A prerequisite for admission to one of fee two 
dental feerapy educational programs in New Zealand 
is graduation from high school, with the completion 
of a course in biology. Each of the two years in the 
curriculum is thirty-two weeks in duration. The total 
curriculum clock hours are approximately 2,400. 
During the first year, topics of study include fee ba- 
sic biomedical sciences (general anatomy, histology, 
biochemistry, immunology, and oral biology), as well 
as clinical dental sciences (dental caries, periodon- 
tal disease, preventive dentistry, patient management, 
radiography, local anesthesia, restorative dentistry, 
dental materials, and dental assisting). In the second 
year, course content includes pulpal pathology, 
trauma, extraction of primary teeth, clinical oral pa- 
thology, developmental anomalies, health promotion/ 
disease prevention. New Zealand society, the health 
care delivery system, and recordkeeping, as well as 
administrative and legal issues associated wife den- 
tal therapy practice in New Zealand. Approximately 
760 hours of the 2,400-bour curriculum are spent in 
the clinic treating children. Graduates entering fee 
School Dental Service must serve for one year with 
another school dental therapist who provides assis- 
tance, support, and supervision, much in the manner 
of a residency program. (The preceding general in- 
formation was obtained through personal communi- 
cation with Helen Tane, director of the University of 
Otago’s program in dental therapy.) 

During my recent visit to New Zealand, mem- 
bers of fee dental profession whom I interviewed, 
both within and outside the School ofDcntistiy, were 
highly complimentary of the skills of the dental thera- 
pists, as well as the work of the School Dental Ser- 
vice. As a result of legislative changes in 2002, den- 
tal therapists are now also able to practice in private 
offices in New Zealand under the direct supervision 
of a dentist.^^ 
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The New Zealand school dental nurse/ttera- 
pist has served as a prototype for adding such a amn- 
ber to the dental team in many additional combes 
diroughout the world, although the specific appro^h, 
including practice environments and r^trictions, 
varies from country to country. A 1978 comprehen- 
sive assessment of dental nurses worldwi^ ^g- 
gested that a major factor predisposing to the intro- 
duction of dental nurses was an abcess {Hoblem 
related to a shortage of ttental manpower.** The W(Hld 
Health Organization documents forty-two countries 
widi some variant of a dental therapist; th^e include 
Australia, China (Hong Kong), Singapore, Thailand, 
Malaysia, Great Britain, and Canada.** The Cana- 
dian experience is relevant to this discussion as it 
apparently is the only country in the Western hemi- 
sphere to have a training program for dental thera- 
pists. 

The National School of Dental Therapy for 
Canada is a component of the First Nations Univer- 
sity of Canada in Prince Albert, Saskatchewan. The 
school, which began in 1972 at Fort Smith in the 
Northwest Territories, was modeled after New 
Zealand’s, with modifications appropriate for the 
anticipated service area.** ** The mission was to train 
dental nurses in a two-year program to provide care 
for the remote First Nation (aboriginal Indians) and 
Inuit (Eskimo) villagers of the Canadian North, where 
dental care was virtually inaccessible. In 1984 the 
school was moved to Prince Albert due to an inad- 
equate supply of patients in the Fort Smith area. The 
school continues to prepare dental therapists, with 
an emphasis on training aboriginal people to care for 
aboriginal people, specifically on First Nation re- 
serves and in the North. 

In the early 1970s, the province of Sas- 
katchewan implemented a school-based dental plan 
for all children; and in 1972 a dental nurse training 
program was opened in Regina, Saskatchewan, at 
the Wascana Institute of Applied Arts and Sciences, 
now the Saskatchewan Institute of Applied Science 
and Teclmology (SIAST).*’ In the mid-1980s, the 
province faced budgetary constraints, as well as pres- 
sure from (kntists to focus on funding dental hygiene 
rather than dental therapy. As a consequence, the 
dental dierapy training program at Regina was closed 
in 1987. 

Dental therapists are able to work for Health 
Canada (Canada’s minisuy of health) on federal First 
Nation reserves throughout Canada, with the excep- 
tion of the provinces of Ontario and Quebec. There 
are eighty-eight dental therapists employed today by 


Health Canada.** Similar to New Zealand, recent leg- 
islation (200 i ) enables ther^ists to also work in pri- 
vate dental offices in die province of Saskatchewan, 
under the indirect supervision of a dentist.** Currently 
there are 208 licensed dental therapists in 
Saskatchewan.*® 

The educational program at the National School 
of Dental Therapy is folly funded by Health Canada 
and maintains an affiliation agreement with the 
School of Dentistry at the University of 
Saskatchewan. The school accepts twenty students 
each year into a two-year curriculum. The program 
is focused on training to care for children, although 
instruction is also provided in treating dental emer- 
gencies in adults, including extraction of permanent 
teeth. 

Each year of the two-year curriculum is forty 
weeks in length. The basic didactic curriculum in 
the biomedical sciences and clinical dental sciences 
is taught in the first year, with the second year de- 
voted primarily to clinical care. Thus the students 
receive approximately 1,600 clock hours of didactic 
instruction in the first year and an equivalent amount 
of clinical instruction the second year, for a total of 
3,200 clock houn. (The preceding general informa- 
tion was obtained through personal communication 
with Dr. Glenn Schnell, director of the National 
School of Denial Therapy.) 

Double-blind studies of the work of the Cana- 
dian dental therapists in con^arison to federal den- 
tists have been conducted.**’*' The results indicated 
that the restorations placed by dental therapists were 
equal to those placed by dentists. Trueblood docu- 
mented the cost-benefit effectiveness of Health 
Canada’s developing and deploying dental therapists 
in a doctoral dissertation in 1992.*^ 


The United States Experience 

In the United Slates, studies of expanded fonc- 
tions for dental auxiliaries began in the 1960s. Dur- 
ing that decade six notable programs studied the del- 
egation of reversible expanded fonctions to dental 
assistants; the Great Lakes Naval Training Center,** 
the Division of Indian Health,** the University of 
Alabama,** the University of Minnesota,** USPHS 
Dental Manpower Development Center in Louis- 
ville.*^ and a program in Philadelphia.** All demon- 
strated that reversible procedures could be effectively 
taught to dental assistants in a reasonable period of 
time.*® 
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During the 1970s, the emphasis changed, and 
studies were conducted involving the delegation of 
both revereible and irreversible procedures to dental 
hygienists. Notable among these studies were those 
at the Forsyth Dental Center,** the University of Ken- 
tucky,^' and the University of Iowa.“ Before consid- 
ering these, however, it is important to note that there 
have been two attempts to develop a New Zealand 
dental nurse in the United States. Both were met with 
strong opposition from the practicing profession. 

In 1949 the Massachusetts legislature passed a 
bill authorizing the r«:eipt of funding from the United 
Stetes Children’s Bureau by Forsyth Dental Infinnary 
for Children to institute a special five-year program 
of dental research in this area.*^'“ Die research would 
prepare “feminine pereonnel,” in a two-year train- 
ing program, to prepare and restore cavities in 
children’s teeth under the supervision of a dentist in 
a dispensary or clinic approved by the Massachu- 
setts Commissioner of Health. The training program 
was to be conducted under the supervision of the 
Department of Health and the Board of Dental Ex- 
aminers. Thus, the passage of this legislation pro- 
vided for the establishment of an experimental den- 
tal care program for children similar to the school 
dental nuree of New Zealand. 

The reaction of organized dentistry was svrift 
and negative. The ADA House of Delegates passed 
resolutions “deploring” the program; expressing the 
view that any such program concerning the devel- 
opment of “sub-level” personnel, whether for experi- 
mental purposes or otherwise, be planned and de- 
veloped only with the knowledge, consent, and 
cooperation of organized dentistry; and stating that 
a teaching program designed to equip and train per- 
sonnel to treat children’s teeth cannot be given in a 
less rigorous course or in a shorter time than that 
approved for the education of dentists.** Faced with 
increasing pressure from organized dentistry in Mas- 
sachusetts, as well as nationally, the Massachusetts 
governor signed a bill in July 1950 rescinding the 
enabling legislation.** 

In February 1 972, Dr. John Ingle, dean of the 
University of Soudiem California School of Den- 
tistry (USC), proposed the use of school dental 
nurses, as employed in New Zealand, to address the 
problem of dental caries among America’s school 
children.® In the spring of that year he authorized 
the submission, on behalf of USC, of a proposal for 
a training gr^t of $3.9 million from the U.S. Public 
Health Service to train dental nurses, with Dr. Jay 
W. Friedman, who had studied New Zealand’s School 


Z^ral Service, as the project director. At the same 
time, the then-governor of California, Ronald 
R^an, established a committee to study the fiinc- 
tions of all dental auxiliaries, in order to make rec- 
ommendations to the California legislature and the 
State Board of Dental Examiners.*’’ As a result of 
these two significant developments, the then-two 
California Dental Associations established a com- 
mittee to study the New Zealand dental care system, 
analyze the relationship of the school dental nuree to 
private practice, assess die work of the school dental 
nurse, and compare the New 2^and and California 
systems.*’ The committee of four individuals visited 
New Zealand in late 1972. Their report, published in 
1973, stated that “there is little doubt that dental treat- 
ment needs related to caries for most of the New 
Zealand children age 2’/! to 15 have b^n met.”*’ ** 
However, the report concluded that the public of 
California would “probably not” accept the New 
Zealand type of school dental service, as it would be 
perceived as a “second class system.” Dre. Ingle and 
Friedman wrote sharp rebukes to the committee’s 
report, pointing out the inconsistencies of the objec- 
tive findings of the invwtigation in relation to the 
subjective conclusions of the report, which they 
judged to be drawn to placate the practicing profes- 
sion in Califoraia.*® ’® Dunning also criticized the 
report’s conclusions in a letter to the Journal of the 
American Dental Association editor,’* and Goldhaber, 
in a Journal of Dental Education article, called the 
committee’s conclusion “absurd.”” According to Dr. 
Ingle, the American Dental Association mounted a 
nationwide protest against him and the dental nurse 
project, which probably contributed to the Public 
Health Service’s failure to fund the grant. He subse- 
quently resigned bis position as dean at USC to join 
the staff of the Institute of Medicine.’* 

In 1970 the Forsyth Dental Center initiated 
what was subsequently designated, and described in 
a book of the same title, “The Forsyth Experiment.”*® 
The House of Delegates of the Massachusetts Den- 
tal Association had recently passed a resolution fa- 
voring research on expanded function dental auxil- 
iaries. Forsyth communicated, to both the 
Massachusetts Board of Dental Examiners and to the 
Massachusetts Dental Society, its plans to initiate a 
research project to train dental hygienists in restor- 
ative procedures for children, which were typically 
reserved for dentists alone. The experiment was de- 
signed to teach and evaluate clinical performance for 
administering local anesthesia and preparing and 
placing Class I, II, and V amalgam restorations and 
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Class ni and V composites. No problems were en- 
countered between 1970 and 1973. However, in Oc- 
tober 1973 the Board of Dental Examiners nc^fied 
Forsydi that a hearing would be held to review the 
project’s feasibility. Subsequently, the state board 
voted unanimously that the drilling of teeth by hy- 
gienists was a direct violation of the Dental Practice 
Act of Massachusetts and submitted such a decision 
to the attorney general’s office for a ruling and ac- 
tion. In March 1974, the attorney general ruled diat 
"drilling teeth is deemed in the act to be undertaking 
the practice of dentistry, and the legislabire had not 
exempted research from this provision.” Forsydi was 
forced to close its "experiment” in June 1974, but 
not before it was able to objectively document that 
hygienists could be taught to provide restorative den- 
tal services effectively, efficiently, and at a positive 
cost-benefit. Whereas the projected curriculum time 
to achieve the competencies desired was forty-seven 
thirty-hour weeks, the project was able to achieve 
its desired educational outcomes in twenty-five 
thirty-hour weeks. 

Another expanded functions project was imple- 
mented between 1972 and 1974 at the University of 
Kentucky, si^ported by the Robert Wood Johnson 
Foundation.*' This project also involved the training 
of dental hygienists in restorative dentistry. Thirty- 
six students, who were completing a four-year bac- 
calaureate program in dental hygiene, participated 
in a compressed cumculum that provided for 200 
hours of didactic instruction in children’s dentistry, 
as well as 150 hours of clinical practice. The pro- 
gram was specifically addressed to providing primary 
care for the child patient, including administration 
of local anesthesia, restoration of teeth with amal- 
gams and stainless steel crowns, and puipal therapy. 
Toward the conclusion of the curriculum, these hy- 
gienists trained in dentistry for children participated 
in a double-blind study comparing their restorative 
skills with fourth-year student dentists. No signifi- 
cant differences were found between the quality of 
their work and that of the student dentists. 

At the College of Dentistry at the University 
of Iowa, a five-year project was conducted between 
1 97 1 and 1 976, supported by the W.K. Kellogg Foun- 
dation, that trained dental hygienists to perform ex- 
panded functions in restorative dentistry and peri- 
odontal therapy for both children and adults. The 
results were the same as the studies at Forsydi and 
Kentucky: hygienists cx>uld be effectively trained, in 
a relatively brief time period, Co perform, at a com- 


parable quality level, procedures that traditionally ^ 
reserved solely for dentists.*^ 


justifying a Pediatric Oral 
Health Therapist 

Despite documentation of the ability of indi- 
viduals other than dentists to successfully provide 
quality care to children, both in the United States 
and internationally, American dentistry has been 
immovable in its resistance to this type of allied pro- 
fessional. The crisis faced today, as represented by 
the disparities in oral health among our more disad- 
vantaged populations, demands challenging the tra- 
ditional practice paradigm and advocating the addi- 
tion of a new member of the dental team — a pediatric 
oral health therapist. 

Throughout this article, references have been 
made to circumstances that justify the development 
of pediatric oral health therapists to help address the 
disparities in oral health among chiltten in the United 
States. To summarize: 

• There are profound disparities in oral health be- 
tween the children of the rich and the poor in 
America. 

• There is a general lack of access to care for the 
nation’s disadvantaged children. 

• There is a general lack of training of general den- 
tists in children’s dentistry in the current 
predoctoral dental curricula. 

• There are insufficient numbers of dentists in ur- 
ban inner-city and rural areas, where children are 
most in need of care. 

• There are inadequate numbers of minority den- 
tists to work with minority populations. 

• There is a declining dentist to population ratio. 

• There are far too few pediatric dentists to have an 
impact on access for disadvantaged populations. 

• There is a general lack of interest on the part of 
dentists in treating children, given the current de- 
mand for other dental therapies. 

• There is even less interest by dentists in treating 
low-income children, particularly if their care is 
being financed by Medicaid or S-CHIP programs. 

• There is a need to provide care in a cost-effective 
manner, particularly for patients whose care is 
being publicly funded. 

• There is ample evidence, from within the United 
States and internationally, that high school gradu- 
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ates can be trained in a two-year academic 
gram to render, under general supervision by a 
dentist, safe, effective, high-quality preventive and 
restorative care for children. 

All of these circumstances point to the reason- 
ableness and value of developing and deploying pe- 
diatric oral health therapists. 


Developing Pediatric Oral 
Health Therapists 

A curriculum for developing pediatric oral 
health therapists exists and has been documented to 
be effective in numerous countries throughout the 
world. It is the traditional curriculum of the school 
dental nuree/therapist. It is known that high school 
graduates can safely, effectively, and efficiently pro- 
vide oral health care for children after two academic 
years of training. TTie curriculum for a pediatric oral 
health therapist could be considered comparable to 
the two academic year (associate degree) curricu- 
lum for preparing dental hygienists: 230 of the 260 
dental hygiene training programs in the United States 
are two-year programs. The primary difference would 
be the focus of the training — ^with that of the hygien- 
ist being on pericKlontal disease, particularly in the 
adult, and the therapist on dental caries, specifically 
for the child. The curricula would share areas of com- 
monality, such as the basic biomedical sciences, oral 
biology, preventive dentistry, infection control, the 
diagnostic sciences, and radiography. The perceptual 
motor skills required to restore the teeth of children 
are no more complex than those to perform scaling 
and root planing. Research has demonstrated these 
skills can be taught in a two-year program to indi- 
viduals with a high school degree. 

It may be possible to shorten the training pe- 
riod if the students matriculating in a pediatric oral 
health therapist program were already certified den- 
tal hygienists; however, there is reason to encourage 
hygienists to continue to be the expanded-function 
allied dental professional for managing adult peri- 
odontal health and disease. Hygienists are too valu- 
able in their current role, particularly in the context 
of their relative shortage and the aging of the popu- 
lation, with concomitant needs for periodontal 
therapy. Rather, it appears more reasonable to create 
a new allied dental professional who focuses on the 
unique oral health n^ds of children, specifically as 
these relate to the problem of dental caries. 


Where and under what circumstances might a 
pediatric oral health therapist practice? To effectively 
address the access problem, it appears practitioners 
must go to where children are located. As in New 
Zealand, the most logical place to capture this audi- 
ence is in the school system. As Dunning stated over 
thirty years ago, “any large-scale incremental care 
plan for children, if it is to succeed, must be brought 
to them in their schools.”” A number of our colleges 
of dentistry are having some success with mobile 
dental van programs. Such approaches enable stu- 
dent dentists to learn children’s dentistry in an era 
when it is increasingly difficult to draw children in 
need of dental care to institutional facilities. It is rea- 
sonable for pediatric oral therapists to practice (un- 
der the general supervision of a dentist) in mobile 
vans providing care on a financial needs-tested ba- 
sis, for example, to all Medicaid- and S-CHIP- 
eligible children in a school, moving through die year 
from one school to another. Such a program, begun 
in an incremental manner with the youngest children 
(with the least carious experience and the greatest 
potential for implementation of preventive care), 
would seem to be a cost-effective way of managing 
the oral health needs for our poorest and neediest 
children. 

In New Zealand, a dental dierapist with an as- 
sistant is responsible for 1 ,450 childiw.^^ The Com- 
monwealth of Kentucky has essentially die same 
population as New Zealand. Kentucky has 384,832 
children ages five to eleven (K-6). Of these, approxi- 
mately 43 percent (or 1 72,418 children) live at a level 
of 200 percent of poverty or below and are eligible 
for Medicaid/S-CHIP benefits.” Using the New 
Zealand model, to care for this many children would 
(hypodieljcally) require 2 12 dental therapists, While 
no direct economic comparisons can be made due to 
the significantly different circumstances, it is inter- 
esting to note that New Zealand spends approxi- 
mately S34 million (US) caring for all enrolled chil- 
dren ages six months through seventeen years” and 
that Kentucky’s dental expenditures for children cov- 
ered by Medicaid/S-CHIP alone in 2002-03 were ap- 
proximately $40 million.” 

A second potential environment for pediatric 
oral health therapists could be in the private sector, 
as exists now in Saskatchewan. In such, therapists 
could work under the supervision of a dentist and 
serve as a dentist-extender for children’s primary 
care, in much the same maimer that a dental hygien- 
ist serves in such a role for adult p«iodontal care. It 
does not make economic sense for a dentist to rou- 
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tinely perform scaling, root planing, and polishing 
of teeth, when such can be delegated to a hygienist 
Research has documented the economic benefit fiiat 
dentists gain by employing hygienists.” In like man- 
ner, it is not reasonable for dentists to perform pri- 
mary care procedures for children when a pediatric 
oral healdi therapist can do so. Adding such an indi- 
vidual to the dental team not only makes sense; it 
seems unreasonable, in economic terms, not to pro- 
ceed as rapidly as possible. However, the profession 
continues to cling to the belief that cutting tooth struc- 
ture is paradigmatically different than scaling teeth 
and such is a boundary never to be crossed by allied 
professionals. It is a cultural tradition, not a justifi- 
able belief. In Saskatchewan, dental therapists are 
employed in private offices, frequently caring for all 
the children in a practice. Saskatchewan dentists tes- 
tify to the significant economic return on their in- 
vestment in employing dental therapists, apart from 
the opportunity it provides to care for more patients 
and a broader range of patients than one would be 
able to treat without such jwrsonnel. That is improved 
access. It would be in dentistry’s economic self- 
interest to develop pediatric oral health therapists ttole 
to practice in dental offices. 


Values and a Profession 

The ADA Principles of Ethics and Code of Pro- 
fessional Conduct has been revised over the past 
twenty years to include the classic troika of principles 
of professional ethics; respect for autonomy, benefi- 
cence, and justice. Regarding justice, the Principles 
state; “In its broadest sense, this principle expresses 
the concept that the dental profession should actively 
seek allies throughout society on specific activities 
that will help improve access to care for all.’”* 

One of the most inq^ortant and infiuentiai books 
of political philosophy written in the twentieth cen- 
tury was A Theory of Justice, by the late Professor 
John Rawls of Harvard University,” in which he care- 
fully explicates the nature of justice. His definition 
is based on the now famous hypothetical in which 
he asks one to stand behind a “veil of ignorance” 
and envision a world into which one will be bom, 
but not knowing into what circumstance he or she 
will be bom, that is, to a rich or poor family, intelli- 
gent or dull, male or female. He ai^es that, given 
such a condition, people will design a world with 
some degree of risk aversion, in which the follow- 
ing conditions would exist; 1) each person will have 


an equal right to the most extensive system of liber- 
ties comparable with a system of equal liberties for 
all; 2) persons with similar skills and abilities will 
have equal access to offices and positions of soci- 
ety; and 3) (the critical one for our cor^ideration of 
access and disparities) social and economic institu- 
tions will be so arranged as to maximally benefit the 
worst off. Such a design he affirms would be “just.” 

Given a Rawlsian view of justice, the oral 
health care delivery system in the United States, if it 
is to be just, must be structured to maximally benefit 
die worst off in society. In reality, as has been dem- 
onstrated, it is quite the of^osite. Poor and minority 
children, the most vulnerable individuals in society, 
are the “worst off” and have the poorest access to 
oral health care and the poorest oral health. Justice 
would demand they be maximally benefited, in or- 
der that they ultimately have “equal opportunity” to 
do well. Yet our system is so stmetured as to maxi- 
mally benefit those who are already “well off.” 

The time has come for the profession of den- 
tistry to seriously and courageously provide access 
to oral health care for all of America’s children. Ac- 
cess should be provided in such a manner that major 
barriers arc destroyed, and parents, no matter their 
economic status, ethnicity, or cultural circumstance, 
can be assured their children will be treated justly by 
society, in that they have an equal opportunity, with 
odier children, for good oral health. A method that 
can be effective in helping achieve this goal is the 
development of pediatric oral health therapists — 
allied professionals uniquely trained to care for the 
oral health of children. 
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Response to Drs. Bramson and Guay's Comments on the 
Proposed Pediatric Oral Health Therapist 


David A. Nash, DMD, MS, EdD 

I am pleasantly surprised to have 
had the Executive Director of the 
American Dental Association (ADA), 
Dr, Bramson, and the Association's 
Associate Director for Policy, Dr. 
Guay, respond to the article on add- 
ing a pediatric oral health therapist 
to the denial team; surprised in that 
the ADA, as an organization, does not 
customarily respond to articles in the 
dental literature, and pleasantly so in 
that it suggests (to me) that possibly 
the leadership of the ADA is con- 
cerned that the proposal could gain 
traction in the United States — as it has 
in over 40 countries in the world. 

Drs. Bramson and Guay suggest I 
am advocating the "development of a 
lower level practitioner as a dentist- 
substitute." No; I am recommending 
the addition of a pediatric oral health 
therapist as a member of the dental 
team — a dentist-extender, just as the 
dental hygienist is a valued dentist- 
extender. No one would refer to a 
dental hygienist as a "lower level 
practitioner" or as a "dentist substi- 
tute," Dental hygienists are acknowl- 
edged partners with dentists in car- 
ing for patients. Indeed, most den- 
tists would prefer a hygienist for the 
scaling and polishing of their own 
teeth. 

In Great Britain, where dental 
therapy is recognized and practiced, 
"dental nurses, dental hygienists and 
dental therapists form an essential 
part of the dental team (1)," And in 
the broader field of medicine we have 
an excellent model of health care ex- 
tenders. Physicians could not care for 
the ever-expanding population of pa- 
tients without nurse practitioners, 
physicians' assistants, and nurse 
anesthetists as members of their team. 


To imply, as Bramson and Guay do, 
that an oral health therapist would 
be a "lower-level" or incompetent 
health care extender is simply incor- 
rect. As has been demonstrated inter- 
nationally, therapists provide safe, 
quality treatment at a standard of care 
comparable to thatof a dentist. 

My ADA colleagues contend that 
it is not just to treat children (by the) 
"relegation of the dental care for chil- 
dren to an auxiliary with less educa- 
tion, skills, experience and training.” 
In fact, a two-year training program 
for a pediatric oral health therapist 
would provide many more hours of 
clinical experience than that of the 
typical graduating student dentist, 
resulting in an individual with far 
more training, skills, and experience 
treating children. A recent study 
found that 33% of dental school gradu- 
ates had not had any actual clinical 
experience in performing pulpotomies 
and preparing and placing stainless 
steel crowns (2). Official ADA policy 
also questions the adequacy of the 
dental curriculum in preparing den- 
tists to treat children. A 2000 House 
of Delegates resolution called for "a 
review of the predoctoral education 
standard 2.25 regarding pediatric 
dentistry to assure adequate and suf- 
ficient clinical skills of graduates" (3). 
The background statement support- 
ing the resolution suggested that in- 
adequate educational preparation for 
treating children could be a barrier to 
access. 

Dre. Bramson and Guay state that 
the "ADA has long favored the ap- 
propriate use of dental auxiliaries to 
enhance the efficiency and increase 
the productivity of dentists." An ADA 
task force issued a veiy fiioughtful and 


comprehensive 1995 report entitled, 
"The Dental Team in 2020: Future 
Roles and Responsibilities of Allied 
Dental Personnel" (4). The report ad- 
vocated a significant expansion of the 
types and roles for dental auxiliaries. 
However, the ADA leadership chose 
not to advance the report to the House 
of Delegates as it was deemed loo po- 
litically controversial. There is little 
evidence for the ADA encouraging 
the expansion of roles for dental aux- 
iliaries. 

As Bramson and Guay stated, the 
New Zealand School Dental Nurse 
program (the progenitor of today's 
therapist) was launched in 1921 be- 
cause of the poor oral health of the 
individuals being called into military 
service during World War I, Ironi- 
cally, The Nezv YorkTimes recently re- 
ported that one of the significant im- 
pediments in the U.S. deploying 
troops to Iraq was poor oral health: 
"roughly a quarter of reservists in 
seven early-deploying Army units 
had dental problems that could re- 
quire emergency attention within the 
next year." And, "some reservists and 
Guard members chose to have their 
teeth pulled so that they could be de- 
ployed"(5). Striking parallels. 

The "adequacy of the dental 
workforce" is a major point of con- 
tention. Projections are always chal- 
lenging as assumptions of fuhire con- 
ditions (environmental and other- 
wise) are subject to error. In my pa- 
per, 1 reported a decline in the actual 
number of dentists in the future based 
on The Surgeon General's Report: Oral 
Health in America (6). The report went 
on to say that "the dentist-to-popula- 
tion ratio is declining, creating con- 
cern as to the capability of the dental 
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workforce to meet the emerging de- 
mands of society and provide re- 
quired services efficiently." Drs. 
Bramson and Guay report a 2003 
ADA study that projects a real in- 
crease in the number of dentists, from 
approximately 170,000 in 2002 to ap- 
proximately 185,000 in 2020. How- 
ever, Dr. Jackson Brown, Asscxiate 
Executive Director for the Health 
Policy Resource Center of the ADA, 
co-authored an article in the Journal 
of the American Dental Association in 
December 2000, indicating that begin- 
ning in 2008 there would be more den- 
tists retiring than graduating, and 
that this trend would continue until 
2020 (7). The American Dental Edu- 
cation Association estimates the ag- 
gregate number of dentists will begin 
declining in 2014 (8). These projec- 
tions contradict those of Drs. Bramson 
and Guay. More recently, Solomon 
reported projections that are in keep- 
ing with the Surgeon General's Re- 
port and the ADEA estimates, indi- 
cating a significant decline in the ac- 
tual number of dentists in the future 
(9). However, all agree that the den- 
tist/ population will decline, with the 
ADA calling the drop from 55/ 
100,000 to their projected 52/100,000 
"slight" in the present article, and 
"moderate" in an internal ADA docu- 
ment (10). Solomon's 2020 projection 
of 45/100,000 must be considered 
alarming. Regardless of which pro- 
jection you accept, all indicate there 
will be relatively /ewer dentists to treat 
more patients in the future. However, 
the issue is that we have significant 
access problems with the current 
workforce, not considering a reduced 
workforce in the future. 

As Bramson and Guay point out, 
the issue of dentists failing to treat 
publicly insured patients is a multi- 
faceted problem . They believe the pri- 
mary impediment is under-funded 
reimbursement, which makes it finan- 
cially infeasible for dentists to care for 
these patients. Actually, the addition 
of a pediatric oral health therapist to 
the dental team would help address 
this objection, just as including a den- 
tal hygienist on the dental team has 
been documented to be cost-effective 
for dentists, and economically advan- 
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tageous for dentists and patients alike. 
The employment of a pediatric oral 
health therapist by a dentist (or other 
health care entity) would result in a 
delegation of r^torative procedures 
for children to a da\list-®rtender, thus 
reducing actual costs and increasing 
the potential for dentists (and/or 
other entities) to provide care in a 
more financially efficient manner. 
Because therapists would earn less 
than dentists, services could be pro- 
vided at a lower fee, and dentists 
could focus on therapy uniquely re- 
quiring their knowledge and skills, 
and for which they are better remu- 
nerated. 

Bramson and Guay understate, 
largely by omission, the extent of the 
problem of oral health among Ameri- 
can children. The results of the Sur- 
geon General's Report have been dis- 
seminated so widely that it would 
seem unnecessary to review them (6): 

♦ Dental caries is the single most 
common chronic childhood dis- 
ease. 

♦ Over 50% of 5-9 year old children 
have at least one cavity or filling 
and that figure increases to 78% 
among 17 year olds. 

♦ There are striking disparities in 
denial disease based on family 
income. Poor children, one in 
four American children, suffer 
twice as much decay as their more 
affluent peers, and their disease 
is more likely to be untreated. 

♦ Early professional care is neces- 
sary to prevent and maintain oral 
health, yet 25 % of poor children 
have not seena den list before kin- 
dergarten. 

♦ The social impact of oral diseases 
in children is substantial. More 
than 51 million school hours are 
lost each year to dental-related ill- 
ness. Poorchildrensuffernearly 
12 times more restricted activity 
days due to dental problems than 
do children from higher income 
families. 

♦ Oral health is critically important 
to well-being. Pain and suffering 
due to untreated dental disease 
can lead to problems with eating, 
speaking, and learning. 


The core of the issue between the lead- 
ership of the ADA, ADA policy, and 
myself (and many others as well) is 
our philosophical assumptions re- 
garding health care delivery. This is 
brought out in the rejoinder of Drs. 
Bramson and Guay. They rightly 
draw a distinction between the effec- 
tive demand for dental care and the 
need for care. In doing so, they es- 
pouse a "self-producing system that 
operates without direct subsidization 
by government." They acknowledge 
that the trade-off in such a market- 
driven system is the maldistribution 
of resources in relationship to need. I 
contend that this is at the heart of our 
access and disparities problem today! 

The eminent free market theorist, 
Adam Smith, in The Wealth of Nations, 
drew a distinction between social 
goods and CDMSwmer goods (11). He 
argued that for a market economy to 
function, it must be based on a foun- 
dation of what he called social goods. 
Among the identified foundational 
social goods are .security, health, and 
education. Such social goods were, 
for Smith, outside the marketplace 
and not subject to the forces of supply 
and demand. Rather, they were seen 
as basic human needs and impera- 
tives to be met by society in order for a 
marketplace to even exist. It is diffi- 
cult to imagine our market-based 
economy surviving without citizens 
having a strong sense of personal 
safety and security, the physical 
health with which to work, and a ba- 
sic education in the cognitive skills 
necessary to function in the market- 
place. Ijoin with Adam Smith in be- 
lieving that health, including a "de- 
cent basic minimum" of oral health, 
is a social good, not a consumer good. 
As such it must be addressed outside 
the marketplace of consumer goods. 
Basic oral health care for children is 
not analogous to purchasing an au- 
tomobile or buying a television. To 
understand basic dental care as a 
consumer good to be purchased in the 
marketplace is to accept the access 
problem children of poor families face 
today. A dental delivery system for 
children based on demand rather than 
need is not a system that meets the 
demands of social justice. 
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On the grounds of social justice, 
as advanced in my paper, it is unjust 
for children to have to suffer the rav- 
ages of oral disease — regardless of 
their race, ethnicity, socio-economic- 
cultural circumstance or any such 
environmental condition. Children 
are who they are, what they are, and 
where they are as a result of a natural 
lottery. They had no choice of the cir- 
cumstance into which they were bom. 
That is the reason the distinguished 
philosophers I quoted in the paper 
argue forcefully that social justice for 
children requires they receive prior- 
ity consideration by society and be 
maximally benefited. The first grade 
child of a dentist has no greater right 
or claim to oral health than a class- 
mate who is from a family living in 
poverty. 

The profession of dentistry has a 
moral obligation — as a profession — 
to ensure that all children are pro- 
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vided with basic preventive and 
therapeutic oral health care. Society 
has granted dentistry the status of 
being a profession, with a monopoly 
to practi<», in order to ensure the oral 
health of the public. Society could 
(and should) consider rescinding 
such protected status, absent the pro- 
fession vigorously and courageously 
addressing the problem of access to 
oral health care, and disparities in the 
oral health among our children. 
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I ADDRESSINfi ORAL HEALTH DISPARITIES OF AIAN CHILDREN 


Confronting Oral Health Disparities 
Among American Indian/Alaska Native Children: 
The Pediatric Oral Health Therapist 


I David A. Naah, DMD, MS, EdD. end Ron J. Nagei, DOS. MPH 


American Indian and Alaska 
Native (AIAN) children are 
disproportionately affected 
by oral disease compared 
with the general population 
of American children. Addi- 
tionally, AIAN children have 
limited access to profes- 
sional oral health care. The 
Indian Health Service (IHS) 
and AIAN tribal leaders faco 
a significant problem in en- 
suring care for the oral 
health of these children. 

We discuss the develop- 
ment and deployment of a 
new allied oral health pro- 
fessional, a pediatric orai 
health therapist. This kind of 
practitioner can effectively 
extend the abtifty of dentists 
to provide for children not 
receiving care and help to 
confront the significant oral 
hofllih disparities existing In 
AIAN children. 

Resolving oral health dis- 
parities and ensuring ac- 
cess to oral health care 
for American Indians and 
Alaska Natives is a moral 
Issue— one of social justice. 
{Am J Public Health. 2005; 
95:1325-1329. dOi:10.2105/ 
AJPH.2Q05.0617S6.) 


. of all Ifu fimts of inapiaJiijf, 
ifyusiice in heaiih can i< fht mosi 
s/wdiiitg OJiti inlumane.' 

-Martin T-tifecr KinR. |e 

Dental caries is the most com- 
mon fom of chronic disease in 
childhood: by midchildhood 
more Aaii 50% of children are 
ofTcctcd, and by laie adolescence 
80% of children have eitpcri- 
enced dental caries. The preva- 
lence and severity of dental dis- 
ease are linked to sodoeconomic 
status across all age groupi*-* 
Dental caries disproportionately 
affects minority groups, particu- 
larly the American Indian/Alaslta 
Native fAlAN) populatioa^ 

We outline *e problem of den- 
tal disease and access to care for 
AIAN children: propose an alier- 
native delivery system involving a 
new class of allied oral health pro- 
fessonal. the padiatric oral health 
lhanpist, describe previous, failed 
attempts to pursue this altemadve 
system in the United States: and 
report on the current efforts in 
Alaska to introduce the pediatric 
oral he^th therapist inbr the oibal 
health care system. We aigue 
that solving the problem of dental 
disease and access to care for 
American Indians and Alaska 
Natives is a moral issue— one of 
social justice. 

DEFINING THE PROBLEM 

The AIAN population has the 
highest toofli decay rate of any 


population cohort in the United 
States; 5 limes the US average 
for (diildren 2—4 years of age. 
Seven^-nine percent of AIAN 
children, aged 2-5 years, have 
tooth decay, with 60% of these 
children having severe early 
childhood caries (baby bottle 
toc^ decay). Eighty-seven per- 
cent of these children, aged 
6-14 years, have a history of 
decsy-twice the rate of dental 
caries experienced by the general 
population. Ninety-one percent of 
AIAN young people, aged 15-19 
years, have caries. In genera), 
68% of AIAN children have un- 
ireated dental caiies. One-third 
of sdtool children report missing 
school because of dental pain, 
and 25% r^rt avoiding laugh- 
ing or entiling because of the way 
their teeth look.’’ This prevalence 
of caries infection exists in spite 
of the intpleroentatioit of signifi- 
cant dental decay prevention 
programs by the IHS and tribes, 
indudmg fluoridation of water 
systems suitable for fluoridation, 
the use of lopica] fluorides and 
denial sealants, and educations! 
programs on oral health for chil- 
dren and parenis. 

Lack of access to profassionaJ 
dental care is a significant con- 
tributor to the disparities in oral 
health that exist in the AIAN 
population. Two major factors 
contribute to inadequate access 
to care: the relative geagraphie 
isolation of tribal populations, 
particularly in Alaska; and the 
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inability to atuaci dentists to 
practice in IHS or tribal health 
facilities in mral areas. 

Ala^a offers a specific exam- 
ple of a geography-related bar- 
rier to providing acces-s to care. 
Tljere an; 12000O Alaska Na- 
tives bt tlte state, with approxi- 
mately 85 000 of these individu- 
als living in the 200 villages (hat 
make up rural Alaska. A majority 
of these villages are not con- 
nected to the rest of the state by 
roads, thus requiring travel by 
air or water. Although vDiage 
clinics provide cssantial medical 
care, In many mstancee villagars 
must travel hundroda of miles 
by bush-plane or boat to obtain 
dental care. 

Despite intense recnjibncnt ef- 
forts and significant flnandBl in- 
centives. the IHS and the itibes 
continue to experience great dif- 
ficulty in attracting dentists:. Ap- 
proximately one-fourth of the 
dentist positions at 2Q9 IHS and 
tribal health fadlilies were vacant 
in 2000.'* Historically, Alaska's 
tribal programs have had a 25% 
vacancy rate for dentists and a 
30% average annual turnover 
rate. (J. Tucker, DDS, oral com- 
muniaition), Tljcrc » i dentist 
for every 2800 individuals in 
the IHS and uibal health clinics, 
compared with 1 dentist for 
every 1500 individuals in die 
general population.^ The iack of 
dentists of AIAN ethnicity ig a 
contributing factor to the acceK 
problem. There are only S5 

Ith DIsiWfItles of AiAN Cmiercn t 132S 
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ADDRESSING ORAL HEALTH DISPARITIES OF AIAN CHILDREN 


AlAN dentisK in the United 
States (1 fcr every 35000 AIAN 
hidividuals); 70 of these are em* 
ployed ly the IHS or a tribe'^ 

EXPANDING THE ORAL 
HEALTH CARE TEAM 

'Fhe potential to reach mot^ 
AIAN children in need of oral 
health care can be significantly 
improved by e>q5anding the num- 
ber of individuals capable of pro- 
viding care. Although physician's 
assistants end nurse practitioners 
are commonly employed as 
"physician extenders" (prmddcra 
licensed to practice under the 
direction of a supervising practi- 
tioner). the Only comparable 
"dentist eictender” is the dental 
hygienist, who deals primarily 
with issues of periodontal health 
for adults and generally Is able to 
work only under dinxt supervi- 
sion of a dentist In 1995, an 
American Dental Association 
(ADA) task force recommended 
a rignificanl expansion of the 
dental team in order to meet the 
emerging criab In the workferae.^ 
Recently, the editor of the /our- 
»al of the American Dental Associ- 
ation called for an expansion of 
allied denial {iwnionnal and tlieir 
duties as dte preferable dtema- 
tivB to increasing the number of 
dendsts being educated in our 
dentd schools.’ Several leaders 
in dental practice and education 
have echoed his call. *■* 

The New Zealand school 
dental nui^, now called a dental 
therapist, has served us a proto- 
type for adding such a member 
to the dental team in many coun- 
tries throughout the worid. Sdiool 
dental nurses have provided 
comprehensiw primary care for 
children in the schools of New 
Zealand since J921. The World 
Health Organizaiion documents 
■12 countries with some variant 


of a dental fijer^Ut“Thetypi- 
justification for developing 
and deploying dental dierspists 
in these countries has been an 
inadequate of the dental work- 
force. adversely eifecting access 
to oral health care.^' 

NEW ZEALAND’S MODEL 

The Gaining cumcuhim for 
New island dental therapists 
consists of 2 academic years, 
both of are 32 weeks in 
duration, with a total of 2400 
curriculunt dock hours Approxi- 
mately 760 hou« of the curricu- 
lum are spent in the clinical .^et- 
tir^ treating children. L^n 
graduation, individuals enter the 
School Dental SeA'ice and must 
serve for 1 year with another 
school dental therapist 
Sdiool dental nurses/therap^ 
in New Zealand have tram- 
formed the oral health of die 
children of the country and laid 
the basis for whet was to become 
On international movemenL’* 
New Zealand's School Dental 
Service has developed an out- 
standing record in caring for the 
ornl health of all children in New 
Zealand. Dental therapists pro- 
vide a full range of care for 
diildren In school-based clinics, 
including preventive ther^y, 
restoration of teeth vrith finings 
and stainless steel crowm, pu^ 
therapy, and extraction of pri- 
mary teeth. In 1998. there were 
569 dental therapists in the 
School Dental Service caring 
for 497000 sdiool children in 
over 2000 schools.'^ AH difi- 
dren, aged 6 months thrwjgh l3 
years, are eligible to partidpate 
in the Sdiool Denial Service and 
receive comprohmstve preven- 
tive and restorative care, without 
fee, at then- local school dinic 
from the school dental dierapjst. 
Although enrollment is not com- 


pulsory, 97% of all school-age 
diiWren partidpate in the Stdiool 
Dental Service.” 

Although the indices of dt^- 
cayed, missing or Eutracted, and 
filled (primary and pennanent) 
teeth (deft/DMm of the cliil- 
dren of New Zealand and the 
United States is roughly compa- 
rable, there are difforences in the 
components of these epidemio- 
logical meesures. A 2003 
report” indicate that 53% of 
New Zealatid’s children of 5 
years of age are carieu; free, and 
the cohort has a mean rate of 
extracied/filled primary teeth 
(eil) of 1.8. At ages 12-13 years, 
42% of ch3riren are free of 
caries, with a mu«n nussing/fillccl 
permanent teeth (MFT) of l.G. 
These data are interesting in thal 
the decayed (d/D) components 
ore not indudud, because these 
data are collected at the end of 
each school year and represent 
children enrolled in the School 
Dental Service whose decayed 
leedi. at that time, have cither 
been restored or exirectad, or 
have exfoliated. This means that 
essentially all of the school chil- 
dren in New Zealand arc free of 
untreated caries at the end of an 
academic year. 

In 1966, at the Centennial Con- 
ference on Oral Health held at the 
Hoivanl Sdion) of Denial Medi- 
cine, Dr John of the Univer- 
si^ of Otago (New Zealand) 

School of Dentistry suggested the 
use of a care index, which can be 
calculated by developing a ratio 
of the filied-ieeih component 
[f/P) of the deft Or the DMFT to 
the overall deft or DMFT, tlius 
yielding a percentage of the teeth 
requiring treatment for which 
restoration had been provided.’®'*^ 

In 1966, the care index in New 
Zealand was 72% meaning that 
72% of an teetfi of diildren af- 
fected by caries had been re- 


stored In the United States, the 
figure was 234^). Walsh made the 
claim tiiat the care index pro- 
vides a convenient measure of 
the effectiveness of a country in 
treating dental caries, Today, the 
care index for New Zealand cliil- 
dren is essentially 100%”' In the 
United States, although agirifi- 
candy improved from 1968. it 
is 63.3% for primary teeth and 
74,0% for permanent teeih 
through age 14.“ Of note is die 
fact tiiRt the care index drops sig- 
nificandy for US diildren when 
adjusted for family income, For 
primary teeth, it is 72.3% for 
children at 300% of the federal 
powrty level (FPL) but only 
48.7% for children at 100% of 
the FPL. For permanent teeth, it 
Is 93.2% for children at 300% 
of tlie FPL and only 72.3% for 
children at 100% of the FPL," 
The care index for AIAN chil- 
dren, aged 2-5 years, is 34.9%,^ 

HEALTH CANADA’S 
UTILIZATION OF 
THERAPISTS 

Health Canada (the Canadian 
Ministry of Health) adopted the 
New Zealand model of dental 
nurees/iherapists and has trained 
and utilized dental therapists to 
provide access- to dental care for 
"First Nation" Canadians since 
1972.®" The National Sdioo! of 
Dental Therapy for Canada ex- 
ists us a component of the First 
Nations Univeraity of Canadji, in 
Prince Albert, Saskatchewan. 

The school'-s mission is to tj-ain 
dental therapists, in a Z-ycar pro- 
gram, ti> provide care for tlie re- 
mote villa^rs of the Canadian 
North (Schnelt CM, DDS, unpub- 
lished data). The curriailum is 
modeled after New Zealand's 
program, Dental therapists are 
ttfaie to work for Health Canada 
on federal Firat Nation reserves 
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throu^out Canada, widi the 
exception of the provinces of 
Ontario and Quebec. There are 
approTomalely 00 dental thera- 
pists so employed today. 

Wife the advent of the use of 
therapists in Canada on First 
Nation reserves, ilse mtio of ex- 
tractions to restorations dropped 
•significandy. from over 50 ex- 
trtuaions per iOO restorations in 
1974 to fewer tlran lO extrac* 
tioits per 100 restoration.^ in 
1986,** New Zealand experi- 
enced s similar drcumstance 
with the !ntrodu<sion of school 
dental nuracs/therapists, with a 
decline of 75 extracsions per 
IQO restoradons when the pro- 
gram Orat began in the mid- 
1920s to 7,5 per 100 in 194S 
md 3.6 per 100 in 1964.“ 

DoubU-bUnd studies of the 
work of the Canadian dental 
ihen^ists, in comparison to fed- 
erally employed Canadian den- 
tists, have been conducted 
(Schnell GMi DDS, unpublished 
data) The results indicated the 
quality of restorations placud by 
dental thcrepisu was equal to 
those placed by dendsts. 

THE UNITED STATES 

experience 

In 1940, Massachusetts passed 
legislation autiioriring the 
Forsyth Dental Infirmary for 
Quldren (Boston) to accept fund- 
ing from the US Children’s Bu- 
reau to iniUBie a research project 
to train individuals, in a 2-year 
program, to prepare and restore 
cavities in children’s teeth.*®'*" 
The passage of this legislation 
provided for the establishment of 
an experimental dental care pro- 
gram for children similar to the 
school dental nurse program of 
New Zealand, The American 
Dental Association (ADA) swiftly 
p«sed resolubons “deploring- 
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the progyanj. expressing the view 
diat any mch progr^ coneem- 
ing the devdeprrent trf ’Sub- 
level" personnel whether for 
experimentBl piuT^oses or other- 
wue, should be planned and de^ 
veloped only wWi the knowl- 
edge, con^nt. and coc^ration of 
organized dentistry. The position 
of the ADA was that a te^hing 
prt^ram designed to equip and 
train peisannel to treat children's 
teeth cannot be given in a less 
rigorous coui^, or in a shorter 
time, than that approved for the 
education of dentists.*® Fac»d 
with inaeaaing pressure from 
organized dentistry, the Massa- 
chusetts governor signed a bill 
in July 1950, resdncling die 
enabling legialatioft.” 

hi 1970, the House of Dele- 
gates of ihc MassachusetUi 
Dental Association passed a 
resolution favoring research on 
expanded-function dental auxit- 
iories, As a result, the For^ 
Denial Center launched a re- 
search project to train dental 
hygienists in anesthesia and 
restorative therapy for children. 
However, in 1973, the Board of 
Dental Examiners voted unani- 
meusly that the drilling of leetii 
by hygienists was a direct viola- 
tion of the dental practice aa of 
MBs.<achuseRs and foroed the 
Forsyth Dental Center to end its 
experiment, but not befdre inves- 
tigators were able to document 
that hygienists could be taught 
to eiSdcniJy provide quali^ 
restorative dental care for dul- 
drtm in a aTst-benefit-effcctive 
manner.** 

In 1972, the Um'versify of 
Southern California Sdiod of 
Dentifitty proposed emplc^ing 
School dental nurses, like those 
in New Zealand, to he4> solve 
the problem of dental caries in 
School chfldrcn-*® This proposi- 
tion prompt^ the California 


Dental Association to establMi a 
committee to study the New 
Zealand dental care system.*®'*’ 
Thflir r^ort stated that “there is 
iitde doubt that dental treatment 
needs related to caries for most 
of the New Zealand children 
aged 2 to IS years have been 
met* However, the report eon- 
eluded tiiat the California public 
would “probably not* accept the 
New Zealand Q'pe of school den- 
tal service, a» it would be per- 
ceived as 8 “second-class sys- 
tem." A number of individuals 
wrote ^(irp rebukes to the com- 
mittee's report, pointing out the 
incon^stendes of the objective 
finding of the investigation in 
relation to the subjective conclu- 
sions of the report, whidt they 
judged to be drawn to placate 
the practicing profession in Call- 
foreia.””-** 

Between 1972 and 1974, at 
the Universt^ of Kentijcky. an- 
other exptuided-functiomi project 
supported by the Robert Wood 
Johnson Foundation, took place 
(Spohn EE, OD5. itnpub]i.died 
report). The project ako involved 
Ihe training of dental hygienists 
in restorative dentistry for chil- 
dren. Thir^-six stadenu. who 
were completing e 4-year bac- 
calaureate program in dental 
hygiene, partidpaied to a com- 
pressed cuiricuJum tltat provided 
200 hours of didadic instruction 
in children’s dentistry, as wuU as 
150 hours of dinical practice. 

The progrem was spedficalfy 
designed to provide primary 
care for children, including ad- 
ministration of local anesthesia, 
restoration of teeth witii amal- 
gams and stainless steel crowns, 
and pulp diera}^. A double-blind 
study found no significani di/Ter- 
ences between die quality of 
the hygttaiisis* v/ork and Giat 
of the graduating student dentists 
(Spohn fit al, ui^ubljshed report)- 


At the CoUsge of Dentistry al 
the University of Iowa, a S-year 
project, conducted from 1971 
to 1976. *md supported by the 
W.K. Kello® Foundation, trained 
dental hygienists to perform ex- 
panded functions in restorative 
dentistry and periodontal therapy 
for both diildren and adults.”” 
The results were the same as 
those of the srudits at the Forsytii 
Dental Center and the Univeraity 
of Kentucky. Hygienists could be • 
effectively trained, in a relatively 
brief time period, to perform, 
at a comparable levd of quality, 
procedunjs traditionally naerved 
for dentists. 

A curriculum to develop dental 
therapista, more recently desig- 
nated “pediatric oral health tiiera- 
pists,"*’’ exists and has been docu- 
mented to he effective in multiple 
countries throughout the world. It 
is Ihe treditional cuniciilum of 
the New Zealand school dental 
nme/therapist The curriculum 
for a pediatric oral health thera- 
pist would be comparable to the 
2-year (associate’s degree) cur- 
riailum for preparing dental Ity- 
gienisu The primary difference 
would be the focus of the train- 
ing; die hygierust’s focu.R would 
be periodontal disease, partial- 
lariy in the adult; the dierapisi's 
focus would be dental caiies, spe- 
cifically ill the child. Evidence 
suggests the performance skills 
required to resuin:! childien’s 
teeth aie no more complex than 
those skills typicuBy taught to 
dental hygienists in a 2-year cur- 
riculum (Spohn EB. DDS, unpub- 
lished report).*'''^'’ 

DEPLOYING THERAPISTS 
IN ALASKA 

In 2001, the Forsytii Institute 
approached the Robert Wood 
Johnson Foundation for funding 
£0 develop a training program for 
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pediatric oral health Uierapists.^" 
Funding was noi forthcoming. 
Absent the availability of a pro- 
-am for training therapists in the 
United States, the Ala^a Native 
Tribal Health Consortiunt pro- 
cscded, in 20Q3. to send 6 
.AJasfcan ^dents to the Univer- 
sity of Otago in New Zealand to 
train as ther^ists; 6 addhional 
Alaskan students enrolled m 
the training program in January 
of 2004. 

The first group of therapists 
returned to Alaska from New 
Zealand in December of 2004 
to provide oral health care in the 
context of ihc Comnitmity Health 
Aide (CHA) progranj, a program 
authori7,ed by federal statute, in 
wliich tribes provide primary 
health care throughout Alaska. 
The program has been in eas- 
teiice for 36 years. Them are 
over 500 CHAs in Alaska, work- 
ing In 180 wUages, providing atl- 
turally sensitive health care to 
fellow viDagers. A component of 
the CHA ^ogrant is the dental 
hudth aide (DHA}. There are 3 
levels of fttnctionJng for DMAs; 
DHA I and DMA !I. and the 
third and hipest level, the DHA 
therapist, a responsibility to be 
assumed by the pediatric OTtd 
healdi thurapira who have re- 
cently returned to Alaska fiom 
New Zealand, CHAs. induding 
DHAs, muse meet specified train- 
ing requirements, undergo a pro- 
tracted preceptoisihip. and have 
their skills reevaluated every 2 
yeare. Continuing education is re- 
quired for continued certification. 
CHAs and DHAs arc reaiiited 
from villages that they will return 
to serve. This practice ensures 
culturally competent care, as well 
as sustainable jobs in areas that 
need them most 
Tlie ADA was informed of the 
Alaskan students studying dental 
therapy in New Zealarui and the 


inteijt for them to return to 
tribnJ programs to practice. At 
the October 2003 annual ses- 
sion. the ADA House of Drie- 
gatas pas.sed a resolution calling 
for a task force to "explore op- 
tions for delivering high quality 
orn! healdt tare to Alaska Na- 
tives.’^® The Alaska Native Oral 
Healttt AQ:e» Task Fotce sub- 
mitted Its report to the ADA 
Bojud of Trustees in August 
2004. On the basis of the task 
foree's recommendations, dte 
board, at the ADA's October 
2004 Annual Session, advanced 
to the House of Delegates a res- 
olution with 14 elements to ad- 
dress access to oral health cere 
for Alaska natives. TWo of the 
dements dealt specifically with 
the advanced-level DHA ftera- 
pist (pediatric oral health thera- 
pist); (U "the ADA work with 
the ADS (Alaska Dental Socieiy) 
and tribal leaden to seek federal 
funding with the goal of placing 
a dental health aide (Le. a Den- 
tal Health Aide I or ID trained to 
provide oral health education, 
preventive services and palllBtive 
services (exetpt inweniblepwce- 
duns such as tooth eetroaiom, 
cavity and xlainless steel craum 
preparations and pulpowmtes 
(emphasis added]) in every 
Alaska Native village that re- 
quests an aide"; and (2) The 
ADA is opposed to non-dentists 
making diagnoses or performing 
iireversibie procedures." The 
resolution passed die House of 
Delegates overwhelmingly on a 
voice vote.®" 

Subsequently, the ADA initi- 
ated an etfort to amend the In- 
dian Health Care Improvernenl 
Act, which was to the process of 
being reauthorized ty the Con- 
gnsss in the dosing days of the 
lOSih Congress. Tha a<d aufliw- 
izes development end operation 
of the CHA Progrw. which in- 


dud» detUal health aides. House 
Bfil HR 2440 was amended at 
markup to read "ensure that no 
d^ta! health aide u certified 
under the program to perform 
treatment of dental caries, pulpo- 
tomies, or extractions of teeth."** 
However, fte ADA's amendment 
was nut successful, as Teaufiio- 
rization of the Indian Health 
Care Improvement Act was not 
accomplished by the lOBth Con- 
gress; reauthorizing legislation 
will have to be re-introduced in 
the 109th Congress- It is dear 
that oi^^zed dentisby's opposi- 
tion to developing a new mem- 
ber »f the dental team to provide 
primaiy ora! health can* for 
undeserved chfidren has not 
changed since die iuvt attempt to 
train dental nuises at the Forsytii 
Dental Infirmojy in 1949. 

SOCIAL JUSTICE 

Kopleman and Palumbo have 
published a thoughtful and coni' 
peffing article in the American 
Journal afl.au> ottd Medicine enti- 
tled; "nie US Health Delivery 
System; Inefficient and Unfair to 
Children."** The article explores 
tile 4 maior ethical theories of 
social Or distributive justice; util- 
itarianism. egalitarianism, libe^ 
torianism, and concrartarianism. 
They conclude that no matter 
whidi theoretical stance is taken, 
children should receive priority 
consideration in receiving health 
care. Yet. AIAN children (as well 
as poor and minori^ children 
tiirou^out America) do not re- 
ceive equal, much less priority, 
conridersikm. 

In hf-s A Theory of Justice, one 
of the most important and influ- 
ential books of political ph3e.so- 
pKy written in the 20rh century, 
die late J<rfai Rawls of Harvard 
Univenity carefully explicated a 
model of justire to which soda! 


and economic arrangements 
would be such as to maximally 
benefit the least advantaged.*’' 
Given a Rawlsian view of social 
juitice, our nation's oral heaitii 
care ^siem. if it is to be just, 
must be committed to maximally 
benefiting the least advantaged. 
AIAN cliildren and other chil- 
dren of socioeconomic end 
radal/etiuiic minori^ grtmps 
have a higher prevalence of oral 
disease Kid dispropertionetely 
experience oral health accesis 
prtiblcins compared to non- 
minority children and tiiosc in 
higher socioeconomic ^ups. 
Norman Daniels, ProfesBor of 
Bioethics and Population Health 
at the Harvard Sdiool of Public 
Health, agreed with Rawls and 
argued that a just society sliould 
provido basic health rare to ail 
but that health care should be 
redistributed more favorably to 
children.** He justified his con- 
clusion based on the elTcei health 
care has on equality of opportu- 
ni^ for children, wi* equality of 
opportiinity being a fundamental 
requirement of justice, 

The time has come for Ameri- 
can public health leaders to 
openly and forthrightly .'uppon 
the implementation of ihv pedi- 
atric oral health therapist's pro- 
gram in Alaska. It is also incum- 
bent on the American public 
healtil community to coura- 
geou.4y challengo the existing 
barriers to developing and de- 
ploying pediatric oral hualtb 
therapists ax members of the 
dental team to Ihe remainder of 
the United States. Doing so will 
help ensure that our disadvan- 
taged and underserved children 
are treated justly by society by 
having accea.'; to basic, primary 

oral health care and by having 

an opportunity for good oral 
healtil equal to that of other 
children. ■ 
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Letter to the Editor 

A Brief History and Current Status of a Dentai Therapy 
Initiative in the United States 


Dear Dr. Alvares: 

As per your invitation we are providing a brief review of the history of the current 
attempt to add a dental therapist to the dental team in the United States, as well as 
indicate the status of the effort. 

In November of 2000, Oral Health America sponsored a conference in Boca Raton, 
Florida on the Surgeon’s General’s Report, Oral Health in America. At that meeting 
David Nash invited Dominick DePaola, president of Forsyth Institute and Wendy 
Mouradian, professor of pediatrics and pediatric dentistry at the University of 
Washington, to discuss the potential that introducing a New Zealand style “school dental 
nurse/therapist” could have on addressing oral health disparities among America’s 
children. As a result of that discussion, a larger meeting of interested parties was held in 
February of 2001 at the Forsyth Institute in Boston. The intention of the Forsyth meeting 
was to consider how such a new member of the dental team could function in the delivery 
system, and to seek funding for a training program and experimental initiative. A result of 
the Boston meeting was the decision to focus on working with American Indians/Alaska 
Natives, as this population experiences an inordinate disparity in oral health, 

Additionally, the Tribes are sovereign and the ability to develop and deploy “pediatric 
oral health therapists” could be facilitated in such an envirorunent. 

Concurrent with these discussions, the Alaska Native Tribal Health Consortium 
(ANTHC) was beginning the development of dental health aides, under the provisions of 
the Congressionally-authorized Alaska Community Health Aide Program (CHAP). 
Initially, the program called for development of a Primary Dental Health Aide (PDHA) 
and an Expanded Function Dental Health Aide (EFDHA). The PDHA would function 
primarily as a community dental educator but also provide preventive services under the 
general supervision of a dentist. The EFDHA would work under the direct supervision of 
a dentist and serve as an expanded function dental assistant. A contract to provide 
training for these two levels of dental health aide was awarded to the University of 
Kentucky in 2002, The first series of training programs for the PDHA and EFDHA will 
be completed in September of 2005, A third level of dental health aide was also 
conceptualized, the Dental Health Aide Therapist (DHAT), that is, a “pediatric oral 
health therapist,” 
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Ron Nagel was responsible for working with the Alaska Native Tribal Health Consortium 
(ANTHC) to develop the dental health aide program. He was also involved in the 
conversations emanating from the Forsyth meeting. Discussions proceeded within the 
ANTHC regarding the training of DHATs, and sources of funding for such. The School 
of Dentistry at the University of Otago in New Zealand agreed to accept six Alaska 
Native students per year into their dental therapy training program. Funding to support 
training and travel was obtained from the Rasmuson Foimdation. In February, 2003, six 
Alaska Native students traveled to New Zealand to participate in a two academic year 
curriculum to be trained as dental therapists. In May of that year, Nash arrived at the 
University of Otago for a previously arranged sabbatical to study the work of the “school 
dental nurse/dental therapist” in New Zealand, and its potential applicability to the 
disparities problem in the U.S. Six additional students from Alaska were sent to study in 
New Zealand in February of 2004, and six more in February of 2005. Four of the initial 
six students completed the program in December of 2004, and are currently serving brief 
preceptorships in preparation for practicing dental therapy in remote Alaskan Tribal 
villages. The therapists will provide primary oral health care for children under the 
general supervision of a dentist. The other two initial enrollees are in the process of 
completing training requirements. 

The American Dental Association was informed of the Alaska students studying dental 
therapy in New Zealand and the intention for them to return to Tribal programs to 
practice. At the October, 2003, annual session, the ADA House of Delegates passed a 
resolution calling for a task force to “explore options for delivering high quality oral 
health care to Alaska Natives.” The Alaska Native Oral Health Access Task Force 
submitted its report to the ADA Board of Trustees in August of 2004. Based on the Task 
Force’s recommendations, the Board advanced to the House of Delegates, at the ADA’s 
October 2004 Annual Session, a resolution with 14 elements to address access to oral 
health care for Alaska Natives, with two dealing specifically with the advanced level 
Dental Health Aide Therapist: (1) “the ADA work with the ADS [Alaska Dental Society] 
and tribal leaders to seek federal funding with the goal of placing a dental health aide 
(i.e., a Dental Health Aide I or II) trained to provide oral health education, preventive 
services and palliative services {except irreversible procedures such as tooth extractions, 
cavity and stainless steel crown preparations and pulpotomies) in every Alaska Native 
village that requests an aide” (emphasis added); and (2) “The ADA is opposed to non- 
dentists making diagnoses or performing irreversible procedures.” The resolution passed 
the House of Delegates overwhelmingly on a voice vote. 

Subsequently, (November/December, 2004) the ADA attempted to amend the Indian 
Health Care Improvement Act which was in the process of being reauthorized by the 
Congress in the closing days of the 108th Congress. This Act authorizes development 
and operation of the Community Health Aide Program, which includes Dental Health 
Aides. House Bill HR 2440 was amended at legislation mark-up to read “ensure that no 
dental health aide is certified under the program to perform treatment of dental caries, 
pulpotomies, or extractions of teeth.” However, the ADA’s amendment was not 
successful because reauthorization of the Indian Health Care Improvement Act was not 



782 


accomplished by the 108*’’ Congress. Reauthorizing legislation will have to be re- 
introduced in the current 1 09"' Congress. 

The ADA has constituted a Task Force on Workforce Models. At their April 2005 
meeting, several individuals/organizations were asked to testify regarding perspectives on 
the dental workforce of the future. Nash was asked to testify on the concept of adding a 
“pediatric oral health therapist” to the dental workforce. The Task Force is to present its 
report and recommendations to the ADA House of Delegates in October of 2005 . 

The ADA also retained four consultants who were paid to independently examine the 
access problem of Native Americans in Alaska. They were Dr. Howard Bailit and Dr. 
Tryfon Beazoglou of the University of Connecticut, Dr. Amid Ismail of the University of 
Michigan, and Dr. Thomas Kovaleski, Dental Director of the South Central Foundation 
in Alaska; one of the twelve Tribal associations. They submitted a report to the ADA, 
dated April, 2005, entitled, “Integrated Dental Health Program for Alaska Native 
Populations.” Among their recommendations was that the dental therapists’ model be 
replaced with a lesser-trained individual, a Community Oral Health Provider (COHP). 
These individuals would have organizational and management duties in the proposed 
integrated system, and would also have clinical responsibilities including Atraumatic 
Restorative Treatment (ART), treatment of mild periodontal disease by prophylaxis and 
scaling, and management of acute pain and infection under the direction of dentists. 
Unlike dental therapists, they would not be able to provide definitive therapy such as 
permanent restorations, pulpal therapy, or simple extractions. At the time of submission 
of this letter to the editor, this proposal had been advanced to the ANTHC leadership, 
discussed by the dental directors of the ANTHC, but had not been formally responded to 
by the chief executive officer of the ANTHC. 

The Alaska State Board of Dentistry, at the instigation of the Alaska Dental Society, has 
challenged the legality of dental therapists practicing in the Tribal health care system. Its 
challenge is currently under review by the State’s attorney general. Again, no response 
from the attorney general had been issued at the time of this letter. 

It should be noted that the ADA Task Force that visited Alaska in April, 2004, indicated 
to the Tribal leadership that the ADA would develop a volunteer program in which 
dentists from other states would voluntarily spend time in Tribal villages caring for 
Native Alaskans without access to care. The program, named “Operation Backlog,” was 
prominently publicized by the ADA; however, no provisions have as yet been made by 
the ADA for dealing with the logistics associated with temporary licensure and 
deployment of volunteer dentists. Thus, over one year later, no volimteers have been sent 
to Alaska under the ADA program. 

At the most recent ADA Board of Trustees meeting, June 12-14, 2005, the Board 
unanimously passed a resolution supporting the idea of litigation, should it become 
necessary, against dental therapists practicing in the Tribal health care system in Alaska. 
The Board also authorized “an advertising campaign up to a $ 1 50,000 level to educate 
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Alaskan natives and others about the risks of allowing non-dentists to perform 
irreversible procedures.” 

Two articles describing the concept of a “pediatric oral health therapist,” as well as the 
significant history of attempts to implement a school dental nurse/therapist model in the 
United States have been published by Nash: Developing a Pediatric Oral Health 
Therapist to Help Address Oral Health Disparities Among Children, J Dent Educ 2004; 
68:8-20, and Developing and Deploying a New Member of the Dental Team: A Pediatric 
Oral Health Therapist, J Pub Health Dent 2005; 65:48-55. A third article by Nash and 
Nagel, Addressing Oral Health Disparities of American Indian/Alaska Native Children: 
Developing and Deploying a New Member of the Dental Team— A Pediatric Oral Health 
Therapist,'’ will appear in the August 2005 issue of the American Journal of Public 
Health. 


David A. Nash, D.M.D, M.S., Ed.D. 

William R. Willard Professor of Dental Education 
Professor of Pediatric Dentistry' 

College of Dentistry 
University of Kentucky 
Lexington, Kentucky 40536 

Phone: 859-3232026, Fax: 859-3234685, E-mail: danash@email.uky.edu 

Ron J. Nagel, D.D.S., M.P.H. 

U.S. Public Health Service 

Indian Health Service 

Alaska Native Tribal Health Consortium 

4201 Tudor Centre Drive, Suite 120 

Anchorage, Alaska 99508 
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Alaska Native Health Board 

101 Constitution NW, Ste 8B02 Phone: (202) 742-4430 
Washington, DC 20001 Fax: (202) 742-4285 


July 14, 2005 


To: Chairman McCain and Chairman Enzi 
Senate Committee on Indian Affairs 
Senate Committee on Health, Education, Labor and Pensions 
109*** United States Congress 
Washington, DC 20510 


This is the witten testimony for Dr. Mary Williard. 

Submitted by the Alaska Native Health Board. 

The Yukon-Kuskokwim Health Corporation manages a comprehensive health care system on behalf of 
58 federally recognized Tribes for 50 rural communities in southwest Alaska. This area is roughly the 
size of Oregon. The system includes community clinics, sub regional clinics, a regional hospital, dental 
and optical services, mental health services, substance abuse counseling and treatment, health promotion 
and disease prevention programs, and environmental health services. 

Alaskan children suffer from tooth decay at 2-1/2 times the national rate, and the number of Alaska 
Natives has doubled since 1970. There is an qjidemic of dental caries in Alaska Native villages. This 
epidemic is not hidden; it is seen in every smile that reveals missing or decayed teeth in the mouths of 
Alaska Natives of all ages. 

The Alaska Native Health Board endorsed the Dental Health Aide Program to address the epidemic of 
dental disease in Alaska Native Villages in 1999. The program then began the process of developing 
program standards, requirements, and certification guidelines. The board that carried out this process 
included experienced Public Hedth Dentists, local community members, Community Health Aide 
Practitioners and Directors, attorneys and other experts as necessary. Five Dental Health Aides 
Therapists have been trained and are now in their preceptorship training with dentists in regional 
hospitals, others arc currently in training in New Zealand. 

In 1 99 1 , a dental manpower study was conducted in Alaska. This study showed that if the IHS/Tribal 
health system doubled the number of dentists, it would take 10 years to eliminate the unmet need for 
dental services. The problem has continued to increase since this study, however, there have been no 
funding increases, nor has the dental community provided a viable solution. 
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There have been suggestions that having dentists volunteer would provide a viable solution to the dental 
problems of rural Alaska. The itinerant approach where dentists visit periodically has not been effective 
in reducing the rate of dental disease. One of the issues that arise with the volunteer program is that 
there is no continuity of care for the people of the villages. Volunteer dentists would not be able to 
develop a long-term relationship with the population that they serve. The dental therapists will ideally 
be Alaska Natives from the rural community and have strong ties to the people. They will provide a 
more consistent basis of care. Being Native Allans, they will be more culturally sensitive to the 
issues of the indigenous population. Alaskan Natives will be empowered to take care of their own 
people. 


For the 85,000 Alaska Natives who live in the 200 villages without road access, the only time dental 
services are available is when a dentist flies in to conduct a dental clinic. Alaska Tribal Health 
Programs experience a 25% vacancy rate among dentists and a 30% average annual turnover rate. 
Tribal health programs have increased their dental budgets above the IHS allocation of funds so that 
they could increase salaries, and have built numerous well-equipped dental facilities- But dentists still 
don’t choose to live in remote, isolated communities or to travel by small planes to even more remote 
villages to conduct clinics in buildings that may not even have running water. 

Dental therapists have a two-year training program; general dentists have a four-year program. The 
dental therapy program has a more clinical focus. The therapists gain competencies within a more 
limited scope of practice. The dental health aide therapist’s competence assessments are equal to the 
requirements of an accredited dental school. The therapists graduate with more clinical hours in their 
area of training than the average dental student. 

There is bi-annual recertification for the dental therapists where they are required to demonstrate their 
clinical competencies. A 3-month or longer preceptorship under a dentist is required before dental 
health aide therapists are allowed to practice independently. The DHAT is then able to work under a 
consultation/referral status with the dentist who supervised their preceptorship. This preceptorship is 
more stringent than what is required by other dental professions. All Alaskan tribal health programs, 
including the dental health aide program, are scrutinized independently by national hospital 
accreditation organizations. Dental professionals in private practice are not held to the same standard. 


• The Dental Health Aide Program is a local solution to a local crisis. This program will be as 
successful as the Community Health Aide Provider Program, which has been in place for 30 years, 
because of local residents receiving appropriate training, employment, and providing high quality 
care to their community. 

• Dental health aides will have as many hours of educational clinical experience in their limited scope 
of practice as most dentists receive during their educational program. 

• Dental health aides will be supported by telemedicine access to the dentist who will be able to 
actually view the same tooth and x-rays that the DHAT is examining. 

• Dental health aides are subject to biannual recertification and continuing education requirements. 
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• Mid-level providers such as nurse midwives, physician assistants, and paramedics have been 
successful in delivering other types of health care in the United States for years with good economic 
and public health benefits. 

• Due to the distance and isolation of these Aladcan communities, dental care is only offered on a very 
basic level. With dental health aides addressing these basic needs, the dentist would have more time 
to perform root canals, dentures, crowns, bridges, and orthodontics. 

• Dental therapists will be able to raise dental awareness. Once the overall general dental aptitude is 
increased, the need for re-treatment would be reduced. 

• Canada and other countries, such as New Zealand and Australia are successfully using the dental 
therapy model to increase access to restorative and preventive oral care. In the Province of 
Saskatchewan - Canada, there are about 170 dental therapists currently practicing. They can legally 
provide all procedures within their scope of practice including, but not limited to: fillings, extractions 
and pulp therapy. In over 30 years of regulation, evidence clearly shows that there have been no 
disciplinary actions taken against a dental therapist for either professional misconduct or professional 
incompetence, or any claims against their independent malpractice insurance 


I have been the Chair of the Academic Review Committee for the Dental Health Aide Program for the 
last 3 years, during which time 1 have been involved in the development of certification standards, 
educational course curriculums, and levels of practice. These processes were performed with care and 
attention to the scientific literature, which has addressed the questions of quality and safety in the dental 
therapists practice; clearly the science supports our claim that therapists provide safe and high quality 
dental care. To date, the American Dental Association has not provided any scientific evidence to 
support their position that Dental Therapists would provide substandard quality of care, yet they persist 
in spreading iese unsubstantiated and fear-based claims. 

My Personal experience includes mentoring two Alaska Native people who completed the two-year 
Dental Therapy Diploma course in New Zealand. They returned to Bethel, Alaska, in January 2005, to 
start their preceptorship. I have scrutinized every aspect of their work and have found them to be 
competent in their scope of practice, and in knowing their limits. My own children have been treated by 
the therapists. I have had my teeth cleaned by them. Moreover, our patients are happy to see the 
therapists. Following are some quotes by patients who have been treated by our therapists. 

“1 had my teeth cleaned by Lillian, {a dental therapist at YKHC} and I’d say it was better than any other 
cleaning I had received by a hygienist. She was good.” - Angie Whitman, a dental assistant with 15 
years experience. 

“You know, historically, out here (in the YK Delta) we have lead the state with health aides, VPO’s 
(Village Police Officers) and now tribal courts. And there are always naysayers. But I think self 
determination and getting more services directly out to the people is the name of the game and you guys 
are right on the ball with the Dental Health Aide Therapists.” - Susan Taylor, life-long Alaska resident. 
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The name of the game is also disease prevention, which has been pushed aside during much of this 
discussion, but the major push of the Dental Health Aide program is to improve the dental presence in 
the rural communities, the Therapist could be the le^er of this effort, as well as offering much needed 
routine and basic care. 

Please listen to the people who live and work in these communities, and refuse to take away our 
federally recognized ri^t to manage our own healthcare. Support the S. 1057 of the Indian Health Care 
Improvement Act that does not limit the scope of practice of the Dental Health Aides. 
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July 26, 2005 


Chaiiraaii McCain and Chaiiman Baa 

Senate Committee on Indian Affairs 

Senate Connmttee on Health, Education, Labor and Pensions 

109**' United States Congress 

Washington D.C. 20510 

RE; Written testimony srqrportmg die S.B. 1057 language 
Dear Chairman McCain and Chairman Rnzi, 
INTROPUCTION 




% 


Bristol Bay Area Health Corporation (BBAHC) is a tribal organization serving 34 
tribes in Southwestern Ataslfa. BBAHC’s swvice area is qiproximately 47,000 
square miles (approximately the size of Ohio) with no road s>^tem connecting to 
urban areas, Ow organization conqiacts with Indian Health Service (IHS) throng 
the Alaska Tribal Health Compact (ATHC) to provide health services including 
medical, dental, hospital, optometry, audiology, behavioral health, environmental 
health and health education service. We maintain memberehip in Alaska Native 
Health Board (ANHB) and National Indian Health Board (NIHB) and have Board 
of Directors representation in the Alaska Native Tribal Hekth Consortium 
(ANTHC). 

The State of Alaska is 586,000 square ntilcs and makes up approximately 1/5 of 
the landmass of the entire United States. There are 229 tribes in Alaska, tnatHng 
up almost ^ of the tribes in America. 

ANHB is conqirised of 23 member or^nizations. These organizations either have 
Title I contract or Title V compact wifii flie nK to carrying out Imalth care 
delivery in their area, Alaska is the only area in the nation where 99% of health 
programs are managed by Native organizations. 

The Alaska Native Health care b dclivMed through a referral system. 

As you may already know, are the Community Health Aide Practioner’s 
(CHA/Ps) are the backbone of the system. Thwe are approximately 500 CHA/P 
local employees working in 178 communities. They serve as the first responders, 
along wth Village Public Safety Officers, to any situation. 

Whrai a patient needs a hi^er level of car^ they arc transported to one of six 
regional hospitals (as available in the area). The six hospitals are located in; 
Barrow, Kotz^ue, Nome, Befliel, Dillingham and Sitka. 


To promote heolth 
with competence, 
a caring attitude Si 
cultural sensiLMty 
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The flagship statewide hospital - the Alaska Native Medical Center <ANMC) - 
serves as the final referral facilify. Tliis is the only level II trauma center in the 
State of Alaska, If specialty services are not avail^le at ANMC, patients will 
then be transferred to a private facility. 

It is important to note diat Native health organizations not only serve a Native 
popalation. They are - in many areas - the only health service providers 
available. 

The Alaska Tribal Health System represents diverse organizations and Alaskan 
people. Because we have 229 federally recogpized tribes that live across 586,000 
miles of roadless land, it was crucial for us to develop this innovative and 
essential statewide health system. 

DENTAL CRISIS 

• Alaskan children suffer from toofii decay at 2-1/2 tiines the nattonal rate. 
1/3 of school children miss school because of dental pain and 25% report 
avoiding lau^ung or smiling because of the way their teeth look. 

• The number of Alaska Natives has doubled since 1970 and there is an 
epidraric of dental caries in Alaska Native villages, 

TOATNING 


The ANHB endorsed the Dental Healdi Aide Program to begin planning, 
certification, and drafting standards. Experienced Public Health Dentists, local 
community members, CHA/P Directors and Aides, attorneys and other experts 
convened to carry out ANHB’s directive to create a Dental Healfii Aide Program. 
We now are at the stage that individuals have been trained and are now in their 
preceptorship training in regional hospitals wiUi dentists. 

Denti therapists have a two-year training program and dentists train for four 
years. The dental thwapy program has a more clinical focus to ieam the 
competencies within their more limited scope of practice. The dental health aide 
therapist’s competence assessments are equal to the requirements of an accredited 
d^tal school. 

There is bi-annual recertification for the dental therapists where they are required 
to demonstrate their clinical compet^icies. A 3-month or longer preceptc^hip 
under a dentist is required before denial health aides are allowed to practice 
m<tependenfiy. The DHAT is then able to work under a consultation/referral with 
die dentist who supervised their preceptorship. This preceptorship is more 
stringent than what is required by other dratal professions. All Alaskan tribal 
health programs, including the dental healfii aide program, are scrutinized 
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independently by national hospital accie^tahon organizations. Dental 
professionals in private practice are not held to the same standards. 

RECRUITMENT/RETENTION 


In 1991, a dental manpower study was conducted in Alaska. If the IHS/TMbal 
health system doubled the numb^ of dentists, it would take 10 years to eliminate 
the unmet need for dental services. 

For the 55,000 Alaska Natives who live in the 200 villages without road access, 
the only time dental services are available is when a dentist flies in to conduct a 
dental clinic. Alaska Tribal Health Programs experience a 25% vacancy rate 
among dentists and a 30% average annual turnover rate. Tribal health piograffis 
have increased their dental budgets above Oie IHS allocation of funds so that they 
could increase salaries. But dentists don’t choose to live in remote, isolated 
communities or travel nearly every week by small planes to even more remote 
villages to conduct climes in built^gs without running water. 

VOLUNTEER PROGRAM 


There have been suggestions that having dentists volunteer would provide a 
viable solution to the dental problems of rural Alaska. The propos^ volunteer 
program suggested by the American Dental Association (ADA) would not be 
effective in reducing the rate of dental disease. One of die issues widi the 
volunteer program is that there is no continuity of care for the people of the 
villages. Volunteer dentists would not be able to develop a long-term relationship 
with the population that they s^e. The dental th^apists are Alaska Natives from 
the rural community and have strong ties to the community. They will provide a 
more consistent basis of care. Alaskan Natives will be empowered to take care of 
their own people. 

Another issue that has been brought to our attention is that the (ADA) has 
broached Congress requestiag an ^propriation through the IHS to fund this 
‘volunteer’ program. As you may alr^y know, the IHS continues to be 40% 
under fimd^. We feel the ADA is misleading the public and congressional 
representatives when claiming they have a solution to address our dsntal 
disparities. 

PUBLIC HEALTH SUPPORT 


Other organizations with a profound intoest in public health - but not profit 
motive - have all come out in support of the Dental Health Aide Therapist 
program. These include the IHS, under director Dr. Charles Grim, himself a 
dentist The Alaska Department of Health and Social Services, who’s 
Commissions, Joel Gilbertson, said (DHAT) “holds great promise for addressing 
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the profound dental problems of rural Alaskans, and we applaud Congress for 
giving the program a chance to demonstrate its potential for success.” 

In addition, the American Association of Public Health Dentistry and tiie Oral 
Health Section of the American Public Health Association both support the 
Dental Health Aide Therapy program in Alaska. The support of these national 
■ public health desntistty associations illustrates the fact that only private dentists 
oppose the D«itai Health Aide Ther^y propam. Private dentists have a financial 
motivation; public health dentists are motivated to elevate the d^tal health for the 
betterment of the general public, 

SUMMARY 


• The Dental Health Aide Program is a local solution to a local crisis. 
Ihis program will be as successful as the Community Health Aide 
Provider Program is because of local residents receiving training, 
employment, and providing hi^ quality care to their community. 

• Dental health aides will have had as many hours of educational clinical 
experience in the limited numb er of procedures as most dentists receive 
during tiieir educational program. 

• Dental health aides is supported by telemedicine access to the d^tist 
who will be able to actually view the same tooth and x-rays that the 
DHAT is examining. 

• Dental health aides are subject to biannual recertijBcatio& and 
continuing education requirements. 

• Mid-level providers have been successful in delivering other types of 
health care. 

• Due to the distance and isolation of these communities, dental care is only 
offered on a very basic level With dental health aides to address these 
basic needs, then the dentist would have more time to perform root canals, 
dentures, crowns, bridges, and orthodontics. 

• Dental therapists will be able to raise dental awareness. Once the overall 
general dental aptitude is m<^eased then the need for re-treatment would 
be reduced. 

• Is there any evidence that the Dental Health Aide Therapy program is 

effective? DHAs are new to tiie United States, but New Zealand has a 75- 
year history of success in using dental health paraprofessionals. Hie 
World Hcjdth Organization shows that dratal health aidc/tiierapists now 
work in 42 countries, iachiding Australia, Hong Kong, Great Britain, and 
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Canada, After Canada started its program, the ratio of teeth pulled to teeth 
fixed dropped fiom over 50% to less Than 10%. A thorough study of the 
Canadian effort compared the work of dental therapists and dentists and 
found that the quality of restorations by therapists equals that of dentists. 

• While DHAs are new to the U.S., a role model exists in medioine - the 
Community Health Aides. The Community Health Aide Program has been 
used as a mode! by President Bush to address the HIV/AIDS crisis in 
South Afiica and to build a health system hr Afghanistan. It is proven that 
CHAPs have bad a major impact on increased access to generd medical 
care. 


Sincerely, 

BRISTOL BAY AREA HEALTH CORPORATION 

Robert!. CXm 

PrcsidKit/Cbicf Executive Officer 

c: Congressman Don Young 

Senator Ted Stevens 
Senator Lisa MurJcowski 
Governor Frank Muricowski 

Senator Byron Dorgan - Vice Chairman of the Senate Committee on 
Indian Affairs 

Senator Edward Kennedy - Rankmg Member of the S enate Health, 
Education, Labor and Pension Committee 
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American Dental Hygienists’ Association 

SAME LETTER SENT TO SENA TE COMMITTEE ON 
INDIAN AFFAIRS AND SENATE COMMITTEE ON HEALTH 

July 12, 2005 

Honorable John McCain 
Chairman 

Senate Committee on Indian Affairs 
836 Hart Senate Office Building 
Washington, D.C. 20510 

Dear Chairman McCain: 

The American Dental Hygienists’ Association 
enthusiastically supports S. 1057, the Indian Health Care 
Improvement Act Amendments of 2005 (IHCIA), as introduced on 
May 17, 2005. ADHA is hopeful that this important legislation, 
which will improve the health and well-being of American Indians 
and Alaska Natives, will be enacted this year. 

ADHA urges rejection of efforts to add controversial 
language that would disallow the provision of “irreversible” oral 
health services by dental health aide therapists working in Alaska 
under the Community Heath Aide Program. Importantly, the 
Department of Health and Human Services (including the dentist 
director of the Indian Health Service) and the Oral Health Section of 
the American Public Health Association support the provision of 
irreversible procedures by dental health aide therapists. Moreover, 
any effort to restrict the provision of services by dental health aide 
therapists would roll back existing legal authority of the Indian 
Health Service and tribes. 

Specifically, the restrictive language (which was included in 
legislation approved by the House Resources Committee last year) 
would disallow the provision of certain dental procedures (treatment 
of caries (tooth decay), pulpotomies (root canals on baby teeth) and 
extractions) by certified dental health aide therapists, who are not 
only educated to perform these procedures but are certified by the 
Indian Health Service to perform these procedures. Inclusion of this 
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restrictive language would cripple the MS’s ability to respond to the crisis in access to dental 
health care among Alaska Natives and American Indians. Because this issue has drawn so much 
attention, ADHA wants to provide further information so that legislators may make an informed 
decision. 

The Community Health Aide Program (CHAP), under which dental health aide therapists 
would provide services, was developed in the 1950s in response to a number of health concerns, 
including the tuberculosis epidemic, high infant mortality, and the high rate of injuries in rural 
Alaska. In 1968, CHAP received formal congressional recognition and federal funding. It was 
subsequently authorized, exclusively for Alaska, in the IHCIA in 1976. CHAP has proven to be 
a cost effective, efficient and essential component in improving the health of the Alaska Native 
people by decreasing morbidity and mortality. The 500 Community Health Aides in this 
successful program provide more than 300,000 patient visits each year. In the pending Senate 
IHCIA reauthorization bill (and in last year’s House bill), CHAP is authorized outside Alaska, 
subject to new appropriations. (S.1057, Section 121(c)(1).) 

Community health aides have always had authority to provide some dental care. Due to 
other pressures on the program, however, it has never been sufficient to fully meet the need for 
dental services. Neither has the number of dentists in the Indian health system. In Alaska, as 
throughout the Indian health system, funding is insufficient to fully meet the dental health needs 
of Alaska Natives and American Indians. But money is not the whole problem. There are 
simply too few dentists, and even fewer willing to move to remote and rural locations. Alaska 
tribal health programs are currently experiencing a persistent 25 percent vacancy among dentists 
with an annual 30 percent turnover. Recruitment of more dentists simply is not a viable option. 

There are various categories of dental health aides under CHAP. Dental health aide 
therapists are the highest level of dental health aides. The dental health aide therapy program 
was modeled after extremely successful programs in New Zealand (operating since 1921) and 
Canada (since 1974). The World Health Organization documents 42 countries with some variant 
of a dental therapist, including Australia, Canada, Great Britain, Hong Kong, Malaysia, 
Singapore, and Thailand. On Canada’s First Nation reserves, the ratio of extractions to 
restorations dropped dramatically, from over 50 extractions per 100 restorations to less than 10 
extractions per 1 00 restorations. New Zealand experienced a similar improvement with the 
introduction of school dental nurses/therapists; a decline from 75 extractions per 100 
restorations when the program first began in the mid- 1 920s to 7.5 per 1 00 in 1 945 and only 3.6 
per 100 in 1964." 

To be certified by the IHS as a dental health aide therapist, the individual must: 

• be an employee of the IHS or a tribal health program that is operating programs of the 
IHS under the Indian Self-Determination and Education Assistance Act; 


McDermott. PT, .Mayhall, JT, Leake, JL, “Dental therapists and the delivery of dental care in Canada’s Northwest Territories ” 
Circumpolar Health, 1990:668-671. 

^ Walsh, JP, ‘The dental nurse.’V. Amer. Coll, of Dentists, 1%5: 32:62-69. 
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• complete a two year training program; 

• undergo a protracted preceptorship of no less than 400 hours and three months under 
the direct supervision of a licensed dentist, including successful performance of each 
procedure for which the therapist will be certified; 

• satisfy all additional requirements of the Standards and Procedures adopted by the 
IHS for certification; 

• satisfy continuing education requirements; 

• undergo periodic reviews by the supervising dentist including chart reviews and 
patient examinations; and 

• be recertified every two years. 

Only when a dental health aide therapist satisfies all of these conditions is the therapist 
permitted to carry out those procedures approved by the supervising dentists. In all the years the 
Canadian dental therapy program has been operating there has never been a serious injury to a 
patient receiving an irreversible dental procedure from a dental therapist. 

The first six Alaska Natives, who came from remote villages in Alaska, have completed 
their two year training at the Otago University of Dentistry, New Zealand. Six additional 
students began in February 2004. The training curriculum for New Zealand dental therapists 
consists of two academic years, each of 32 weeks duration; total curriculum clock hours is 2,400. 
The actual time spent clinically treating children is 760 hours. 

Alaska tribal health leaders strongly support this program because it will offer the 
continuity of culturally appropriate care that Alaska Native and American Indian people deserve. 
In 1991, a dental manpower study was conducted in Alaska. The conclusion: if die IHS/tribal 
health system doubled the number of dentists, it would take 10 years to eliminate the unmet need 
for dental services. Even if the resources were available, there is an insufficient number of 
dentists to recruit. The dentist/population ratio is declining from its peak of 59.5/100,000 in 
1990 to the current 58/100,000 to a projected 52.7/100,000 in 2020. The current practice model 
simply cannot fill the gap. 

Decades of inadequate access to dental care, along with other factors that contribute to 
the generally worse health condition of Alaska Natives and American Indians compared to the 
general population, have led to a true epidemic of dental caries among Alaska Natives. The 
incidence rates are 2-1/2 times those of the general public. It is not uncommon for village 
children to require extraction of all of their baby teeth due to pervasive caries (tooth decay). It is 
not uncommon for the nutritional status of Alaska Native elders to be compromised by an 
inability to consume healthy foods due to dental pain or missing teeth. 
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Workforce experts have recognized that today’s dental health care delivery system is not 
working for much of Americans, including Alaska natives and American Indians. Workforce 
experts site the existence of: 

“abundant evidence that a sizable segment of the population does not 
have access” to private [dental] care, while the dental safety net is 
“poorly defined and underdeveloped.” Dentists’ participation in 
Medicaid is not robust; community health centers and public health 
facilities have scant dental capabilities; and Medicare offers no dental 
coverage. “Radical steps” will be needed to correct “a growing 
disconnect between the dominant pattern of practice. . .and the oral 
health needs of the nation,”. . .including new practice settings for dental 
care, integration of oral and primary health care, and expanded scope 
of practice for hygienists and other allied professions.^ 

The current dental delivery system is simply not working for Alaska Natives, American 
Indians and for many other Americans. The dental health aide therapist is a necessary and 
appropriate response to this crisis. Another necessary, appropriate and more far-reaching 
response is the adoption at ADHA’s June 2004 Annual Session of policy supporting the creation 
of an advanced dental hygiene practitioner, defined as “a dental hygienist who has graduated 
from an accredited dental hygiene program and has completed an advanced education curriculum 
approved by the American Dental Hygienists’ Association, which prepares the dental hygienist 
to provide diagnostic, preventive, restorative and therapeutic services directly to the public.” 
ADHA is committed to improving access to oral health services and believes that the advanced 
dental hygiene practitioner will increase access to care in presently underserved areas. ADHA 
has sought the inclusion of other dental and non-dental groups (including the American Dental 
Association, the American Dental Education Association, the Children’s Dental Health Project, 
and Special Care Dentistry) on an ADHP Advisory Committee. 

Today, too few American Indians, Alaska Natives and other Americans enjoy good oral 
health and evidence clearly demonstrates that good oral health is essential to overall health and 
general well-being. We simply must address the “silent epidemic” of oral diseases which are 
afflicting millions of Americans despite the existence of safe and effective means of maintaining 
oral health. 

ADHA strongly supports S. 1057, the Indian Health Care Improvement Act 
Amendments, as introduced on May 17, 2005. We urge rejection of the language added to 
Section 121(c) last year by the House Resources Committee, which would disallow the provision 
of irreversible procedures by dental health aide therapists. This language would, without legal or 
health policy justification, impede access to care for Native Americans and Alaska Natives. New 
in this year’s Senate IHCIA reauthorization bill is a four-year moratorium on the provision of 
irreversible procedures by dental health aide therapists outside of Alaska. During this hiatus, a 


’Mertz, E. and O’Neil, E., “The Growing Challenge of Providing Oral Health Care Services To All Americans," Wco/rt /Ma/rs 
V olume 2 1 , Number 5 September/October 2002, p.65. 
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review of the dental health aide program would be conducted. Given that a comprehensive 
dental health aide evaluation plan is already in place, this hiatus and additional review is not 
warranted. Resources would better be directed toward the provision of services. Nonetheless, 
ADHA supports S. 1057 and looks forward to its passage. We are committed to shaping a future 
in which all Americans can access the dental health care they need. 

Please do not hesitate to contact me or our Washington Counsel, Karen Sealander of 
McDermott Will & Emery LLP (202.756.8024), with questions or for further information. 

Sincerely, 

Katie L. Dawson, RDH, BS 
President 

cc: Marge Green, RDH, MS, ADHA President-Elect 

Helena Gallant Tripp, RDH, ADHA Immediate Past President 
Ann Battrell, RDH, MSDH(c), ADHA Executive Director 
Tim Lynch, ADHA Director of Governmental Affairs 
Karen S. Sealander, Esq., ADHA Washington Counsel 
McDermott Will & Emery LLP 

WDC99 1 107808-1.014468.00IO 
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AMERICAN BAR ASSOCIATION Covernmenlal Affairs Office 
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July 15,2005 

The Honorable John McCain 
Chair 

Committee on Indian Affairs 
United States Senate 
836 Hart Senate Office Building 
Washington. DC 20510 

The Honorable Michael Enzi 
Chair 

Committee on Health Education. Labor and Pensions 
United States Senate 
428 Diiksen Senate Office Building 
Waishington, DC 20510 

Dear Chairman McCain and Chainnan Enzi; 

I am writing to express the support of the American Bar Association (ABA) for the 
reauthorization of the Indian Health Care Improvement Act (IHCIA). Recognizing the 
United States' continuing obligation to provide adequate health care to American 
Indians and Alaska Natives, the ABA adopted policy in February 2004 urging 
Congress to reauthorize the Act. 

Notwithstanding the progress that has been made since the founding of the Indian 
Health Service, American Indians and Alaska Natives continue to experience dramatic 
health disparities and high mortality rates compared to the rest of the American 
population. For instance, the mortality rate from diabetes for American hidians and 
Alaska Natives is 420 percent higher than that for the general population; from 
accidents. 280 percent; from suicide. 190 percent; and from alcoholism, 770 percent 
higher. 


[0>70RWAV«NCTCfrj LfTTfR 
J, A<iM|liioi. 
UCOi fiW-Un? 


Congressional action is critical because IHCIA has not been reauthorized since 1992, 
In 2000, the Act's authorizing provisions for federal funding and specific IHS 
programs expired. Congress extended the Act's funding authority through 2001, but 
since then has relied upon the Snyder Act to justify federal funding for Indian health 
care programs. Reauthorization of IHCIA would authorize funding for programs more 
targeted to the needs of the Native American community and more specifically 
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geared to bringing Indian health care into parity witfi that provided to die majority of other 
Americans. 

Enactment this Congress of reauthoraing legislation, such as S. 1057. is an important first step to 
improving the quality of health care for Native Americans and Alaska Natives. We urge that the 

Senate Committee on Indian Affairs and the Senate Heahfa, Education, Labor and Pensions 
Committee support timely and expeditious rcauthorization of IHCIA. 

Thank you for considering the views of the ABA on diis important matter. 

Sincerely, 

Robert D. Evans 


cc; The Honorable Byron Dorgan 
The Honorable Ted Kennedy 
The Honorable Richard Pombo 
The Honorable Nick Rahall 
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TRIBAL COUNCIL---<ZI 
ARIZONA 


My 28, 2005 



The Honorable John McCain, Chair 
Senate Committee on Tixiian Affairs 
Unilcd Slates Senate 
Senate Hart Building #836 
Washington H.C. 20510 


The Honorable Byron Doigan, Vice-Chair 
Senate Committee on Indian Affairs 
United States Senate 
Slenate Hart Building #836 
Washington D.C. 20510 


JH»PACI«TR6E 


Dear Senator McCain and Saiator JOtHgan. 


The Inter Tribal Council of Arizona (ITCA) fully supports the reauthorization of 
the Tnditm Health Care Improvement Act (IHCIA) and your efforts to assure that 
passage of the legislation occurs in the 109*** Congress. You and Senator Byron Dorgan 
introduced S.1057 on May 17, 2005 and a hearing on the bill wa.<? held on July 14, 2005. 
The bill contains several advancements; sudi as improving home health care, 
establishing a long-term care program and enhancing children’s health and behavioral 
health services. However, our member tribes wanted to inform you of a provision in the 
bill that is a concern. The issue pertains to the continuation of the Alaska Coromunily 
Health Aide Program (CHAP) Denial Health Aide Therapist (DHAT) program and the 
authority of the Indian Health Service to establish a national Community Health Aide 
Program, 

A principal request is that effort be made to guard against any regression from 
current law in the rcauthorization of the Act. In this H^t, ITCA folly supports the 
continuation of the Alaska DHAT program and the authority of tlie Indian Health 
Service to establish a National Community Health Aide Program. The proposed 
language, however, that would restrict the scope of practice of Dental Health Therapists 
in a national program, to perform prevOTtive, restorative and simple dental surgical 
procedures. These restrictions arc a regres.sion of cuirent law in that the scope of 
practice would be limited for a period of four years and potentially longer pending the 
outcome of the proposed study and future action by the U.S. Congress. It is requested 
that the restrictive scope of practice language be deleted from S.1057. 


A restriction of the scope of DHAT’.s is p^Iexing in light of the great need to 
remedy the severe shortage in oral health services among the nation’s American Indian 
population, ITCIA has been infonned by the American Dental Association (ADA) that 
preliminary cilbrts to develop a volunteer dental progyam for tribal communities have 
begun. It is hoped, however, that the advocacy and organizational 


2214 North Central Ave. - Suite 100 » Phoenix. Arizona 85004.(602} 356-4822 • Fax (602) 258-4825 
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force of the ADA would be focused on finding long-term remedies to address the 
shortage of dentists especially in niral areas, with a focus on American Indian 
communities across the nation. It is discouraging, in spite of the positive benefits of the 
dental health therapy pro^am, fliat ADA has sou^t restrictions on the scope of the 
DHAT pro^m from providing some limited, but essential irreversible procedures. 
The CHAP DHAT prograin io Alaska has been in devclopmiental and planning stage for 
many years, including the establishment of standards and a comprehensive training 
program. ITCA views this pio^am as a promising expansion of the Indian Health 
Service dental program that will greatly benefit areas where dental services are in acute 
deficiency. 

The Inter Tribal Council of Arizona urge.s you to .support measures to 
incorporate CHAP DHAT program in the Indian Health care system and not restrict the 
certification practice of CHAP DliAT's in Alaska nor among the Indian health 
programs in all other .states. 

A position paper, outlining in forther detail, views of the member tribes of the 
Inter Tribal Council of Arizona regarding other provisions in S.1057, is attached. Due 
to the extensive range of title.s ctintained in the Act please be advised that ITCA will 
continue to correspond with you regarding rcautliorization of the Indian Health Care 
Improvement Act. Thank you for your elTorts to address Our concerns. 


Sincerely, 



Vivian Juan-Saunders, President, 
Inter Tribal Council of Arizona 
Chairwoman, Tohono O’Odham 
Nation 


Attachment 
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INDIAN HEALTH CARE IMPROVEMENT ACT REAUTHORIZATION 
POSITION PAPER 

Inter Tribal Coundl of Arizona 


ISSUE STATEMENT: Senator John McCain and Senator Byron Dorgan introduced S. 1057, a 
bill to amend the Indian Health Care Improvement Act on Tuesday, May 17, 2005. The bill 
contains several innovations, such as providing for community and home health care, long-term 
care and enhancements to children’s health and mentaJ heaWi services. The bill also contains 
provisions that will need additional work during the legislative process. These include the 
following areas of concern stated by the Administration. 

1 ) Limited cerfificatiOT of the CHAP Dental Health Aide Procram in Alaska and restrictions on the 
scope of the National Community Health Aide Program (CHAP) along with the requirement that 
IHS shall conduct a rewew in four years of tfie CHAP Dental Healtfi Aida Program in Alaska to 
determine whether the program is af^ropriate and necessary to carry out In any other Indian 
community. (Section 121) 

2) Application of the Federal Tort Claims Act to urban Indian clinics to provide that in any civil action 
or proceeding against any Urban Indian Organization or any employee of such Urban Indian 
Organization the fuH protection and coverage of the Federaj Tort Claims Act (28 U.S.C. 134603), 
2671 et seq.) shall be afforded. Future coverage under that Act shall be contingent on 
cooperation of the Urban Indiem Organization with the Attorney General in prosecuting past 
Claims. (Section SIS) 

3) Est^Kshment of the Indian Health Service as an agency within the Public Health Service of the 
U.S. Department of Health and Human Services to be administered by an Assistant Secretary of 
Indian Health who shall be appointed by the President with the advise and consent of the Senate. 
The Assistant Secretary shall directly report to the Secretary of the Department. (Section 601 ) 

4) Establishment of a National Qipartisan Commission on Indian Health Care that would replace 
recommended bill language that had established a Commission to study the provision of Indian 
health care as a Federal entitlement program. (Section 614) 

As of ttiis writing, reauthorization legislation had not been introduced In the House of 
Representatives, but is expected according to National Indian Health Board Information. The 
staff reported extensive conversation with the House Resources Committee regarding the 
^)Ove listed provisions. 

RECOMMENDATIONS: Tribes governments In Arizona have long supported the reauthorization 
of the Indian Health Care Improvement Act and continue to communicate their concerns to the 
U.S. Congress. A major point of concern is that effort be made to guard against any regression 
from current law. In addition, once passed and signed into law, tribes advocate for the 
necessary apprc^riatlons to fully implement an Titles contained in the Act. 

Tribal nations in Arizona also convey in their support for the new reauthorization legislation 
the following: 

o The Community Health Aide Program (CHAP), DentaJ Health Aide Therapy Program was 
established in Alaska In 1992. ITCA supports language to expand the program to the lower 46 
states without limiting dental health therapist practice so that the intended goal of making 
available dent^ care in rural and isolated locations may be accomplished. . 
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o iTCA recommends that dental heaWi th^^ists be e^le to provide preventive, diagnostic and 
restorative (fillings and stainless steel aowns) care, nerve therapy on baby teeth, simple 
extractions and emergency sen«»s. In Ari 2 ona. the access to dental care issue for tribaJ 
members is very serious and the dental health aide program is seen as part of the solution to 
increase these needed serwces. The IHS reports utilization rates for dental access were only 
21.7% in the Phoenix Area IHS and 17.5% in the Tucson Area IHS. Clearly, there are not 
enough dental providers and a large backlog of treatment needs exists. 

o ITCA supports Contract Health Sen^e (CHS) fwovisions to prohibit private providers holding 
individual Indian patients liable for CHS biHs. Other sections in Title li supported by the tribes 
include provisions for em^ency medical serwces, elder health, safe water, and environmental 
health hazards. 

o ITCA supports the Home Health Care Services provision and that Indian Health Care 
Improvement Act Funds may be used for these services and traditional health care practices. 
Further the bill authorizes the IHS to enter into contracts or compacts with Tribes or tribal 
organizations for the delivery of l<vig-term care sers^s hi facility-based settings, it aiso provides 
that funding may be provided for 1) hospice care. 2) assisted living, 3) long term health care, 4) 
home and community based services emd B) related public health functions. 

o ITCA is in agreement that Indian health construction and renovation needs should be assessed 
and reported annually. The bill language provides that the priority system for funding new 
construction projects be revised and states that projects currently on the Health Care Facilities 
Consfruction priority list are 'grandfathered* into the revised priority system. 

o Medicaid and the State Children's Health Insurance Program (SCHIP) collections are essential 
sources of revenue for Indian health programs and now provide approximately one-fourth of all 
funding that comes into the system. The tribal recommended language facilitates access to third 
party resources and helps eliminate barriers to participation. 

o Tribes in Arizona concur with the recommended changes to Title V: Health Services for Urban 
Indians and the extension of the Federal Tori Claims Act (FTCA) coverage to urban Indian 
programs. 

o Tribes In Arizona have long endorsed the elevatioo of the position of IHS Director to Assistant 
Secretary status. 

o Tribes in Arizona support the provisions contained in Title VI! - Behavioral Health Programs in 
that one title now combines all programs dealing with substance abuse, mental health, and social 
services programs, and provides for die integraticm of tiiese programs. 

Conclusion: Tribes have been seeking ^authorization of the Indian Health Care Improvement 
Act (IHCiA) since 1999. The Act is a vitally impoilant policy that serves as the foundation for the 
delivery of health care by the Indian Health Service, Indian tribes, and urban Indian programs to 
millions of American Indians and Alaska Natives. The Indian Health Care Improvement Act 
(IHCIA), P.L. 94-437, was first enacted in 1976 to address long-standing disparities in Indian 
hearth care. IHCIA Is an extensive Act that describes the federal responsibility with regard to 
Indian health and along with the Snyder Act of 1924 and the Indian Seif Determination Act of 
1975 provide overall guidance and authcwity for most of the programs of the Indian health care 
system. 

ITCA 07.27,05 
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TH-e SAN CAR.LOS APACrte TRIBE 


Andrew J. Kaufmann, ND 
Medical DUcctor 
Weight Management Ciinic 
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P.O. "e-OK 1&51 
saw- catdns, AZ- S5550 
( 328 ) -tys-s^o 
Pm-. i^QS) -pyss^as 
E-mail: akaufmann@scatcom.net 



Prevent EHabetes 
for Life! 


Senator .fohn McCain 
838 Hart Senate Building 
Washington, DC 20510 


July 20, 2005 


Senator McCain, 


I write to you at a very crucial moment in the healthcare history of the U. S. As 
legislation progresses to reauthorize the Indian Healthcare Improvement Act, I strongly 
urge your support of inclusion of naturopathic medicine in the definition of health 
profession for the Indian Health Service. Without this change. Native Americans will not 
have access to medicine that is highly effective and culturally compatible, and licensed 
naturopathic physicians will continue to be excluded fi'om participating in the IHS 
physician’s loan repayment program. 

I am the Medical Director for the San Carlos Apache Tribe’s Diabetes Prevention 
Program Weight Management Clinic in San Carlos, AZ The IHS Director for the 
southwest region located in Phoenix and the Director of Health and Human Services for 
the San Carlos Apache Tribe interviewed me for this position along with a clinical 
endocrinologist medical doctor. After a lengthily interview process by the government, 

I was hired for the Medical Director position by the San Carlos Apache Tribe. In my 
capacity as Medical Director, I have written the Policies and Procedures manual for this 
brand new clinic and expect to make a significant impact on the obesity epidemic and in 
preventing Type II diabetes in Native Americans using naturopathic medicine in 
conjunction with standard allopathic care. 
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A graduate of Southwest College of Naturopathic Medicine in Tempe, AZ, I actively 
sought out this opportunity to work in an under-served area where I knew my skills could 
be utilized to their fullest capacity. As you know, student medical loans are a tremendous 
burden to bear for any physician. The San Carlos Apache Tribal Council, along with the 
Health and Welfare Committee, wrote in support for this new clinic and my participation 
in the IHS physician’s loan repayment to the Program Director, My application was 
denied due to the fact naturopathic medicine is not included in the definition of health 
profession. In order to hire and retain qualified, licensed Naturopathic physicians in rural 
and underserved populations naturopathic physicians must be granted the same 
consideration and access to the IHS physician’s loan repayment program as our allopathic 
MD colleagues now enjoy. 

Naturopathic medicine has a rich history in the U S. and has been proven to be safe, 
effective and cost efficient over the last 1 50 years. Including naturopathic physicians in 
S. 1057 will not only improve healthcare dramatically in underserved and rural 
populations but will also lower the astronomical rise in healthcare costs for the entire IHS 
program. I respectfully urge you to please include naturopathic physicians in S. 1057 and 
any House legislation that is introduced so that we can practice to the full extent of our 
training and meet the ever increasing health care demands of the underserved Native 
American populations in the U S. 


Respectfully, 





Andrew J. Kaufmann, ND 
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Release approved by Publisher and Editor July 28, 2005 

Letter to the Editor, 

American Journal of Public Health 

The article by Sekiguchi et al.^ has provoked controversy around the acceptability of 
Dental Health Aide Therapists (DHATs) who are trained to provide diagnostic and dental 
treatment services in Alaskan Tribal health programs. 

To deal with extensive unmet dental needs, DHATs have been trained under a Federal 
program to deliver year-round care in their remote villages under the general supervision of a 
dentist, where it is difficult to recruit dentists.^ However, Sekiguchi et al disagree with this 
initiative stating that dentists are the only personnel qualified to provide these services and that 
DHATs cannot be effective substitutes. They provide no evidence for their opinion. 

In contrast, Nash has proposed that use of DHATs is an acceptable and valid means to 
address current unmet treatment needs, especially among young children, and not just in 
Alaskan villages.^''* Double-blind studies comparing Canadian dental therapists with federal 
dentists, demonstrated equivalent quality of dental restorations. Currently, there are some 42 
countries with some variant of a dental therapist Including New Zealand, Australia, China (Hong 
Kong), Singapore, Thailand, Malaysia, Great Britain, and Canada.^ 

There has been a lack of dentists willing to work in these communities for years. Most 
dentists prefer to work In more economically viable communities. One of the constructive 
responses by the American Dental Association has been to ask Congress fund a loan forgiveness 
program for dentists wilting to work in the Indian Health Service where there are positions 
currently vacant.^ 

The Alaska Board of Dental Examiners has informed the State Attorney General that in 
the Board’s opinion, currently trained DHATs are practicing dentistry Illegally, However, the 
Board has no jurisdiction because the therapists are working in tribal programs outside the 
purview of state law.® Ultimately, the tribes will decide which way to go.^ 

The leadership of the Oral Health Section of the American Public Health Association 
believes that the rural Alaska Natives will be best served by the DHATs and endorses the 
program as a practical and innovative response to address the extensive oral health needs of 
these communities. 
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Executive Summary 

During recent discussions of proposed changes in the dental care system 
for Alaska Natives, the American Dental Association (ADA) asked a group of 
dental care experts to independently study and make recommendations on the 
current and proposed systems. The primary problem is that the 125,000 
members of the Alaska Native community, and especially those living in villages 
that are not accessible by roads, have a high prevalence of untreated dental 
diseases. 

Faced with an acute problem, the Alaska Native Tribal Health Consortium 
(ANTHC) developed a new delivery plan for rural villages; locally recruited dental 
health aides and therapists will live in the rural villages and provide community 
and personal level preventive and treatment services. The Panel supports this 
general plan and suggests that with modifications it could be more effective. 

The Panel offers these recommendations; 

• With a relatively modest investment in facilities and allied dental health 
personnel, the current delivery system can be greatly improved, providing 
significantly more services to the entire population. Sustainable improvement 
requires the prevention of disease and efficient delivery of therapeutic 
services. 

• Community-based oral health providers (COHPs) are needed to improve the 
oral health of remote village residents. Led by a centrally-based dentist(s), 
COHPs should be responsible for the organization of the overall provision of 
community and personal level oral health services to clusters of villages. 

Their management role should include organizing community level health 
promotion and disease prevention programs, directing the activities of the 
dental health aides, and increasing the efficiency of visiting dentist teams to 
villages. Their clinical role should include providing oral health screenings, 
primary and secondary preventive services, gross tooth decay removal and 
stabilization (ART), secondary prevention of mild periodontal diseases, and 
under dentist supervision pain and infection control. 

• The ANTHC, ADA, American Dental Education Association should work 
collaboratively to develop a national model for training these new oral health 
care providers in Alaska. More generally, a major effort is needed to recruit, 
educate, and retain a local dental workforce that is committed to working In 
Alaska and is culturally competent to serve the needs of this population. 

A financial analysis of different options proposed for improving the 
efficiency of the delivery system indicates that a relatively modest addition to 
currently planned expenditures will result in major gains in the number of patients 
receiving care annually. As the system becomes more efficient, the cost per 
patient treated or service provided are expected to decrease. 
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i. Introduction 

During the past several months, the ADA, the US Indian Health Service, 
the Alaska Native Tribal Health Consortium, and others have been involved in 
discussing the proposed changes in the oral health care system for Alaska 
Natives. To obtain a \wider view of the issue, the ADA asked four nationally 
recognized dental care experts to examine and make recommendations on the 
current and proposed oral health care systems. This report represents the 
group’s independent views; it has not been approved or modified by the ADA. 
The members of the ad Hoc Panel and their contact information are seen in 
Attachment A. 

The two primary data sources used in this report come from the Indian 
Health Service - the oral health of the Alaska Native populations' and from the 
Southcentral Foundation of the Alaska Native Medical Center - dental delivery 
system organization, staffing, utilization, and expenditures. Attachment B 
presents detailed information on the Southcentral Foundation system. 
Information provided by different informants on other Alaska Tribal dental 
systems varied widely. Thus, the analyses presented in this report will probably 
have to be adjusted as more data become available on individual Tribal 
programs. 

II. Problem Definition 

Epidemiologicai studies indicate that the 125,000 members of the Alaska 
Native community have a significantly higher prevalence of untreated decay. 
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periodontal diseases and their sequelae - pain, infection, and missing teeth - than 
other US populations. In the early half of the 20'^ century, Alaska Natives had 
one of the lowest dental caries experiences in North America. The incidence and 
severity of dental caries significantly increased as traditional lifestyles and dietary 
habits changed (e.g., canned drinks). 

It appears that the current dental care system has not been able to 
effectively prevent and treat oral diseases in this population. The problems are 
especially acute for the approximately 50 percent of the population that lives in 
remote villages not accessible by roads. 

There are multiple, separately organized and managed, delivery systems 
that provide personal dental services to the population. Overall, the system 
appears adequately funded and has sufficient numbers of licensed dentist 
positions to provide care, but operates with varying levels of effectiveness. 

Some important limitations in the current system include: 1) many dentists are 
assigned by the Indian Health Service or are contractors and do not have a long- 
term commitment to living and practicing in Alaska; 2) there are too few allied 
dental health personnel and operatories per dentist; 3) few providers are village- 
based staff who can provide culturally competent and continuous community and 
personal level services; 4) there are insufficient local training programs to 
prepare dental residents, hygienists, dental assistants, etc. who have a long-term 
commitment to serving Alaska Native populations; and 5) the productivity and 
efficiency of the current system is variable and can be improved substantially. 

‘ The 1999 Oral Health Survey of American Indian and Alaska Native Dental Patients: Findings, Regional 
Differences and National Comparisons, Indian Health Service, 2000. 
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III. Alaska Native Tribal Health Consortium (ANTHC) Plan 

Faced with an acute oral health problem, the ANTHC 
developed a new strategy to provide preventive and therapeutic services to the 
significant segment of the population residing in remote villages that are only 
accessed by plane or boat. The plan calls for the establishment of locally 
recruited dental health aides to live in the villages and provide community and 
personal level preventive oral health services. This strategy has excellent 
potential to reduce the incidence and prevalence of disease and to provide the 
community with continuous, culturally competent care. 

Another plan feature is training locally recruited dental therapists to 
permanently reside in the villages and provide screening, pain and infection 
management services, personal preventive care, and some restorative services 
to patients under the indirect supervision of dentists. The new system is 
supported with grant funds from multiple Medical Foundations and is in the 
process of being implemented. The effectiveness of the new system will not be 
known for several years. 

In this proposal, COHPs replace therapists on the dental team. These new 
dental personnel have considerable potential, if they are integrated into an 
effective delivery system for villages. Specific recommendations for this new 
auxiliary are included in the next section of this report. 

IV. Recommendations 
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The ad Hoc Panel offers several recommendations for consideration by 
the ANTHC leadership. In order of priority, they include: 

1. improve the Effectiveness and Efficiency of the Delivery System 

Although the ANTHC plan has the potential to improve access to care and 
oral health in villages, it does not address the larger problem of the overall 
effectiveness of the dental delivery system for the entire Alaska Native 
population. In this regard, the dental care delivery system run by the different 
Tribal corporations can be greatly improved writh a relatively modest investment 
in new facilities and allied dental health personnel. The basic problem faced by 
the ANTHC system is common to many safety net dental delivery systems. The 
productivity of dentists is low, because of inadequate investment in dental 
operatories, allied health personnel and financial incentive plans for personnel. A 
related issue may be the need to put more resources into the management of the 
delivery system. This includes experienced managers, training programs, 
information systems etc. Further, many operational efficiencies may be realized 
if the different Tribal corporations worked cooperatively in the management of the 
overall system. To this end, the ANTHC should consider the formation an over- 
sight organization to coordinate the management of the different Tribal dental 
care systems. In the initial phases of this effort consultants from the dental 
profession and industry should be used as needed. As seen in the financial 
analysis section, without additional dentist positions, it should be possible to 
provide care to 65 percent or more of the population, annually. 

2. Integrate Dental Health Aides and Community Oral Health Providers into 
Viilage Delivery System 
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As previously noted, the proposed system for villages developed by the 
ANTHC has many advantages. The ad Hoc Pane! believes that the system 
could be made substantially more effective with some modification and 
expansion of the role of COHP and with a greater focus on the integration of the 
dental health aides and COHPs into the village delivery system. 

In terms of organizational position, the COHPs should be assigned to a 
cluster of villages to serve around 2,000 residents. COHPs should have a dental 
assistant to provide personal services efficiently and at least two dental health 
aides for the delivery of community and personnel level prevention programs. 
Two or more specific dentists should be assigned responsibility for the clinical 
management of each COHP village dental team and should visit the villages 
periodically to provide dental services. The dentists should be in frequent 
communications with their COHP and should have an on-call schedule to deal 
with emergencies. The dentists and the COHP team should be responsible for 
assuring that most village residents are screened, receive appropriate 
educational and primary and secondary preventive and treatment services 
annually. 

In terms of clinical responsibilities, COHPs and dental health aides should 
screen at least 85 percent of residents twice per year, provide primary and 
secondary preventive treatments for caries and periodontal diseases, remove 
gross tooth decay where appropriate and insert temporary filling materials or 
sealants using the Atraumatic Restorative Treatment (ART) techniques (with or 
without minor removal of caries-destroyed dental tissues using hand instruments 
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or a small round bur in a slow speed handpiece), treat mild periodontal diseases 
by prophylaxes and scalings, and manage acute pain and infection under the 
direction of dentists. The proposed use of COHPs to restore teeth with 
permanent filling materials is not an appropriate use of their time and skills. 
Because of the severity of disease and complexity of treatment commonly seen 
in this population, COHPs will have insufficient skills to permanently restore a 
large percentage of carious teeth. They will have a greater impact on the oral 
health of Alaska Natives by preventing and controlling caries and periodontal 
diseases with the described clinical duties. This approach will also be more cost- 
effective, based on studies published by the World Health Organization on the 
use of advanced dental auxiliaries in rural areas.^ A letter from the Pan 
American Health Organization supporting the use of ART and offering to 
collaborate in training of COHPs in this technique is seen in Attachment C. 
Finally, COHPs can be trained in Alaska to provide these services in 
approximately 12 months. 

In terms of management responsibilities, COHPs should direct the 
activities of the dental team assigned to local communities (i.e., dental health 
aides and assistants), integrate dental programs with the overall plan for local 
medical and public health services, and organize the activities of the periodic 
dentist visits to villages. A more detailed description of the clinical and 
management roles of COHPs is presented in Attachment D. 


ART is successful as a long-term temporary restoratirai (1-2 years) for Class i and Class It restorations 
(Frencken JE, Holmgren CJ. ART: A minimal intervention approach to manage dental caries. Dent 
Update 2004;31:295-8). 
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In addition, an effective management structure needs to be in place to 
integrate these newr allied dental health personnel into the overall village delivery 
system. Thus, the current system of dentist visits to villages needs to be modified 
to make better use of these resources. The changes recommended in the 
overall dental care system for villages, including the integration of dental health 
aides and COHPs, are presented in Appendix E. 

3. Establish Training Programs 

Clearly, the long-term success of the delivery system for the 125,000 
Alaska Native population depends on recruiting, educating, and retaining a local 
workforce that is committed to working in Alaska and is culturally competent to 
serve the needs of this population. Although beyond the scope of this report, a 
major effort needs to be made to: 

• Recruit Alaska Natives into the dentistry, hygiene, COHP, assisting 
and dental health aides. 

• Establish residency training programs in Alaska T ribal hospitals for 
general dentistry and the recognized specialties of dentistry. 

• Develop managerial training programs to prepare the personnel 
needed to manage the dental delivery system. 

V. Financial and Outcome Analyses 

The ad Hoc Panel presents two options for increasing the overall 
capacity of the dental care system to serve the needs of the Alaska Native 
population. There are many variations on these two options, and they are 
presented to provide a framework for further discussion of these issues. 
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Further, as already noted, estimates of the number dentists, operatories, and 
allied health staff in the other Alaska Tribal programs varied widely. As such, 
the Panel recognizes that the numbers used in the analyses may not 
accurately reflect the current situation. As such, additional analyses may be 
necessary. 

Potions 

1 . Have the other Alaska T ribal programs operate at the same level of 
efficiency as the Southcentral Foundation. This organization has recently 
made a major and successful effort to improve the efficiency and 
productivity of its dental delivery system. The details are provided in 
Attachment B. 

2. Have the other Alaska T ribal programs operate at the same level of as the 
Southcentral Foundation (Option 1) and establish COHPs and dental 
health aides in villages. 

Current System Configuration 

Table 1 compares the delivery configuration for the Southcentral 
Foundation region with the other Tribal programs (combined). 


Table 1 

Current Dental Delivery System Configuration 


Foundatio 

n 

Populati 

on 

Dentist 

s 






45,000 

26 

52 

64 

19 



80,000 

36* 

47 

50 


56 

Total 

125,000 

62 

99 

114 

18 

83 


*15 positions are open and being recruited. 
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Compared to the other Alaska Tribal programs, the Southcentral Foundation has 
more dentists per eligible and more operatories, assistants, and hygienists per 
dentist. Under this configuration, the Southcentral Foundation treats 47.2 
percent (actual) of the eligible population annually and the other Alaska Tribal 
programs about 33.0 percent (estimation based on 36 dentists). Compared to 
the national private sector dental delivery system, the current system 
(Southcentral Foundation and Other) for Alaska Natives has far fewer operatories 
and allied health staff per dentist. 

Approximately 60,000 of the 125,000 eligibles live in 200 villages that 
cannot be accessed by road. For this population, dentists and their staff need to 
fly to the villages periodically to provide services. These villages will be the base 
of operations for the dental health aides and COHPs. It is estimated that the 
villages range in size from 60 to 1 ,400 residents and that 200 villages need to be 
served. The analysis assumes that one COHP team that includes at least one 
COHP, one dental assistant and two dental health aides will have responsibility 
for managing several contiguous villages, totaling an average of 2,000 people. 
Some unknown percentage of people living in remote villages obtain dental care 
when visiting central area clinics. For this analysis we assume that 25 percent of 
village residents will receive care in these clinics. This reduces the target 
population that needs therapeutic services from 60,000 to 45,000. 
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Increase System Capacity 

Option I - Configure other Alaska Tribal Programs Similar to Southcentral 
Foundation 

This will require building 25 more dental operatories and employing 40 
more dental assistants and one more hygienist. The other Alaska Tribal 
programs appear to have adequate numbers of administrative staff. 

Option li - Add Dental Health Aides and COHPs to Option I 

Twenty three dental COHPs teams, eight in the Southcentral Foundation 
and 15 in other Alaska Tribal programs will be employed and assigned with 
dental aides and a dental assistant to serve the 200 villages. It is assumed that 
the COHP teams will operate (actually see patients) 200 days a year and treat at 
least 20 patients per day. This includes services provided by the two dental 
health aides and the COHP working with a dental assistant. Thus, each dental 
team can be expected to provide 4,000 visits per year and to serve about 1 ,700 
patients, based on 2.32 visits per person. Thus, some 85 percent of the target 
population will receive screening, prevention, and therapeutic services by the 
COHP teams. 

Impact on Utilization 

Table 2 presents the expected impact of the two options on utilization 

rates. 


11 



820 


Table 2 

Impact of Options on Utilization rates 


Utilization 

Curre 

nt 

Syste 

m 

Optio 

nl 

Option 

II 

Southcentral 

Foundation 




IBH 

49,398 

49,39 

8 

81,398 


21,250 


34,850 

% utilization 


47.22 

77.4 

Other 




Visits 

62,000 

68,39 

7 

128,39 

7 

Patients 



54,923 

% Utilization 

33.0 

36.8 

68.7 


Compared to the current system, Options I and II lead to major gains in visits and 
patients treated, if the other Tribal programs filled their 15 open dentist positions, 
they would approximate the Southcentral Foundation utilization rates. The 
Southcentral Foundation dental program has made a first step in addressing the 
core problem of dentist productivity and has made a large investment in more 
operatories and allied dental health personnel that has led to major gains in 
utilization. Both the Southcentral Foundation and other Tribal programs could 
increase their efficiency substantially more with the addition of more operatories 
and allied dental health personnel per dentist. 

Impact on Expenditures 

This analysis of expenditures for the two options is based on current labor 
costs and does not take into account the impact of prevention programs on 
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reducing oral disease levels and the demand for care. This analysis also does 
not account for the costs of training more allied dental health personnel and 
administrators. The focus is on labor costs, since they account for a large 
percentage of clinic operating expenses. All labor costs include salary, 30 
percent fringe benefits, and a 20 percent productivity bonus payment that 50 
percent of clinical providers are expected to achieve. 

Table 3 

Additional Labor Costs for Two Options to Improve Alaska Tribal 
Dental Delivery System 


Personnel 

Current 


Option II 

Dentists 

$26,688,000 

$26,688,000 

$26,688,000 

Dental Assistants 

3,402,560 

5,103,840 

6,197,076 

Dental Hygienists 

1,630,800 

1,721,400 

1,721,400 

COHPs 

- 

- 

2,083,800 

Dental Health 

Aides 



1,736,500 

Totals 


33,513,240 

38,426,776 


VI. Implementation 

The ad Hoc Panel recommends that the ADA and other dental 
organization provide the ANTHC technical support in the design and 
implementation of a more effective oral health care system. The ADA and other 
dental organizations should also work with the ANTHC to gain political support in 
Alaska and nationally for building the training and delivery system infrastructure 
needed to implement this plan. 

The major advantages of this proposal are: 

• It addresses both the immediate and long-term needs of the Alaska 
Native population. 
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• The delivery system remains in the exclusive control of the Native 
Corporations and the ANTHC. 

• The proposed system employs Alaska Natives in remote villages, 
since they are best able to understand the needs of the population 
and provide culturally competent, continuous care. 

• it greatly improves access to care for village residents. 

• It increases the effectiveness and efficiency of the overall system 
for all Alaska Natives. 

• It is sustainable over time. 

• It provides a standard of care that should be available to all 
Americans. 
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Attachment A 
Members of ad Hoc Panel 


Dr. Amid Ismail 
Professor, School of Dentistry 
University of Michigan 
toil North University 
Ann Arbor, Michigan 48109 
TEL 734-647-9190 
E-Mail ismailai@umich.edu 

Dr. Howard Bailit 
Professor, School of Medicine 
University of Connecticut 
263 Farmington Avenue 
Farmington, CT 06030 
TEL 860-679-5487 
E-Mail bailii@nso1 .uchc.edu 

Dr. Thomas Kovaleski 

Dental Director Southcentral Foundation 

Alaska Native Medical Center 

4315 Diplomacy Drive 

Anchorage, Alaska 99508 

TEL 907-729-2032 

E-Mail tkovaleski@scf.cc 

Dr. Tryfon Beazoglou 

Professor, School of Dentistry 

University of Connecticut 

263 Farmington Avenue 

Farmington, CT 06030 

TEL 860-679-3814 

E-Mail beazoolou@nso1 .uchc.edu 


The American Dental Association provided travel support for the panel for one 
meeting and a small stipend, $6,000 total, for the Panel. 
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Attachment B 

Southcentral Foundation Dental Delivery System 

The Southcentral Foundation, a non-profit Native corporation, took over the 
management of the dental program in 1997 and mandated a new approach to 
meeting the needs of the Anchorage Service Unit. The first part of the solution 
was to become more efficient in delivering dental care. The historical typical 
model was one chair, one dentist, and one assistant. A dental management 
consultant group Accelerated Practice Concepts, Inc. was hired to evaluate the 
efficiency of the dental care system. Their assessment was that more efficient 
models needed to be developed, and additional capacity was needed to meet the 
needs of the population in the Anchorage area. The new more efficient models 
were first applied to school aged children. For example, the “school exam” 
model utilized three chairs, three dental assistants, one dentist, and one 
hygienist. The children received bitewings, a panorex radiograph, oral hygiene 
instruction and disclosing by the dental assistant. The hygienist provided supra 
and sub-gingival scaling and pre-charts with the assistant. The dentist completed 
the exam and helped this team provide definitive care (e.g. simple fillings, 
extractions, or sealants) on all three of the children appointed during that hour. 
The Southcentral Foundation supported enhancement of an in-house dental 
assistant training program. This program utilizes credentialed dental educators 
teaching Native students. During 2004, 36 assistants were trained to meet the 
needs of the program. The Southcentral Foundation agreed to build a “state of 
the art” paperless and digital 27 chair dental facility on the campus of the Alaska 
Native Medical Center, and the facility was completed July 2003. Utilizing adult 
models developed by Accelerated Practice Concepts and a small increase in 
staff, the Fireweed Dental clinic raised its productivity substantially (Table B1). 

Table B1 

Productivity of the Southcentral Foundation Dental Program 



FY 00/01 

c mmam 

FY03704 

Oct 

S1.055.911 

$1 .324.842 


Nov 

3904,029 

$1,284,458 

$2,238,7201 

Dec 

$795,965 

$1,257,157 

■ 1 

Jan 


$1,255,611 

$2,611,3/4' 

Feb 

March 







32.957.660 




$2,516,743 

EQ&SI 

$880,120 


$2,594,972 


$826,956 


32.81 7,8 

cm 




Sept 

$884,319 


S3 039.033 
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Total; : $11,432.455 M—m $1 4,276,690 1 $ 31^01 5, 2 47 1 


The impact of increased efficiency and capacity (50 chairs) has been noticed by 
those seeking care. Children can usually make an appointment for routine care 
within three weeks. The adult backlog of care Is still notable with most adult 
patients waiting six weeks for routine care. The emergency care is very efficient 
with 30 to 40 patients per day treated utilizing four chairs. The electronic record 
with digital radiographs also provides increased efficiency and communication 
between the two dental clinics. The productivity of the village delivery system is 
also enhanced by delivering care with two or three chairs and dental assistants. 

The Southcentral Foundation also purchased and equipped a dental operating 
room at ANMC, reducing the waiting time for pediatric full mouth reconstruction. 
There are now less than 200 patients on the wait list, and it is decreasing. The 
Foundation also entered into an agreement to with Lutheran Medical Center in 
Brooklyn, New York to institute a residency program to train more pediatric 
dentists. This program will begin July 2005 with two residents and another two 
will be selected in 2006. The hope is to place more pediatric dentists in Alaska 
communities and to further reduce the backlog. 

The costs to bring in dental efficiency experts (ARC), train dental assistants, 
implement paperless/digital technology, and fly more equipment and staff to the 
villages are substantial. The Southcentral Foundation’s ability to build a 27 chair 
clinic and a full-time dental operating room speak to its commitment to meeting 
customer needs. These improvements have resulted in better access and high 
staff morale and retention. The following graph (Figure B2) shows the dramatic 
increase in productivity when the efficiency models were implemented along with 
the additional capacity of the Fireweed clinic’s 27 chairs. No additional staffing 
has been added since 2002. 

Figure B2 

Productivity increases in Fireweed Ciinic 
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Dental Clinic Production 
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17 March 2005 


Dr. Amid lamail 
Univwsily of Michigan 
Carioli^, Rea Sd & Endo 
2361 Dent 

Ann Arbor, MI 48109-1078 
Dear Dr. lamail: 

I write to you concerning the position of the Pan American Health Organization 
for the ART dental technique and or activities in the Region on that matter We have 
been very ezrited to hear about the possibilities of the ADA utilizing this technique 
among others in the development of a new dental professional as part of your 
recommendations to address the challenges of the profession for the fiitw. 

PAHO as the regional office of the World Health Organization, began to endorse 
and promote the ART technique shortly alter the enioraetacnt the WHO in 1998. 
Indeed we presented a proposal for hiiiding to the biter American Development Bank 
and since April 2000 have been conducting one of the largest oral health studies in 
order to determine the comparative cost effectiveness of and amalgam for use in 
the public oral health programs in various settings in Latin America. The Proyecto 
PRAT which will be ending this year. 

It is true to say therefore that over the past 5 to 7 years PAHO has been 
vigorously promoting ART for use in the public oral health services of the Region. We 
have also been pushing hard for the inclusion of this technique as part of the 
eutticulum of dental schools in the Region. A partial list of the devdopment of ART 
under the leadership of PAHO is as follows. 

TTie direct training by PAHO of over 150 dentists and auxiliaries in over 12 
training courses in the last 4 years. These courses have taken place in Ecuador, El 
Salvador, Meidco, Kcaragua, Panama, Trinidad and Uruguay. 

The adoption by a number of countries of the wide scale use of ART in their 
public oral health services. Uruguay was the most recent having developed a plan 
with PAHO s assistance in January of 2005 to begin implementation in March of 
2005. Mexico earlier has developed a plan to implement over 20 million ART 
restorations ma a 3 year period. 


525 23'^ St., tt, W , Wiihiitglga, O.c. 25932.2255. 5 y A 
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Attachment D 

Role of the Community Oral Health Provider 

The COHP is a member of a team that includes dentists, hygienists, dental 
health aides, and dental assistants. The COHP works and lives in a village and 
is assigned responsibility for a cluster of villages with a total population of about 
2,000. The COHP works with one or more dental assistants using both portable 
and fixed dental equipment. 

The primary objectives of COHPs are health promotion and disease prevention 
and management. They identify resources and develop networks with other 
social and health providers in the villages; design and implement group, as well 
as individually tailored oral health prevention programs that are integrated with 
other general health promotion activities in the villages; identify opportunities for 
fluoridating the water; educate and train other healthcare providers on how to 
screen for and advise residents to promote oral health. 

As dental providers, COHPs provide screening and preventive services, 
temporary treatment of caries (ART), and treatment of mild periodontal diseases. 
Under the direction and approval of dentists assigned to lead the village dental 
team, COHPs manage pain and infection in emergency situations when dentists 
are not available. 

With the epidemic of severe dental caries in Alaska, COHP training should focus 
on community-based health promotion, prevention, triage, emergency care, and 
temporization (ART). They should: 1) have training in community health and be 
a major advocate for oral health; 2) be assigned and evaluated based on 
progress in promoting oral health and reducing the burden of disease; 3) serve 
around 2,000 residents in contiguous clusters of villages; and 4) work with and 
under the general supervision of two or more specific dentists. The supervising 
dentists should define in writing the specific duties for each COHP, based on 
his/her clinical skills and the needs of the population. 

In summary, COHPs, directed by dentists and assisted by dental health aides 
and dental assistants, should provide these services: 

Children (school-basedi 

• Screening and treatment triage 

• Prevention of incipient lesions (secondary prevention) 

• Prophylaxis 

• Education (diet and self care) 

• Sealants 

• Fluorides 

• Atraumatic Restorative Treatment (ART) 

• Emergency dental care for pain/infection under direct dentist supervision. 
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Adults 

• Examination, detection, and assessment 

• Treatment triage 

• Primary and secondary prevention of caries 

• Prophylaxis and scaling 

• Atraumatic Restorative Treatment (ART) 

• Emergency dental care for pain/infection under direct dentist supervision. 
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Attachment E 

Integration of Community Oral Health Provider 
Into Village Dental Delivery System 

Village Size: The following plan is for large villages with 500 or more residents. 
For smaller villages the staff, equipment, and other resources are reduced, but 
the operating principals remain the same. Since most villages have fewer than 
500 residents, two chairs will be the most common configuration. 

Chairs in Village: 4 -5 (portable and/or fixed) 

Prior to visit: Then COHP team take x-rays, screen ail children and adults, 
provide personnel preventive services (e.g., sealants), excavate caries and place 
temporary restorations (ART), provide prophylaxes and scalings for children and 
adults with mild periodontal disease, estimate dental team treatment time, and 
schedule patients for treatment by the visiting dental team. 

Visiting Dental Team: Dentist, dental hygienist, and three dental assistants. 

Visit: 

• Dentist verifies screening exams, prepares teeth for permanent 
restorations, completes complex restorations and assigns simple 
restoration placement and finishing to specially trained dental assistants 
and provides other services as needed. 

• CPHP and hygienist provide local anesthesia for dentist’s patients and 
hygienist provides prophylaxes/scalings to patients with moderate to 
severe periodontal disease. 

• Dental assistants support dentist, insert and finish permanent restorations, 
and assist dental hygienist. 

• COHP - Organizes patient visits and assists dentist and hygienist as 
needed. 

Team Productivity: 

• The combined team of dentist, hygienist, COHP, dental health aides, and 
dental assistants are expected to treat at least 30 patients per day. 

• The team will remain in the village until all scheduled and available 
patients are seen. 

• The team will visit each village or grouping of villages at least two times 
per year. 

After Team Visit; COHP (and dental health aides) follows-up on high risk 
patients with intensive preventive services (e.g., fluoride varnish, prophylaxes, 
education) and directs community education programs. 
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